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SECOND AMENDED & RESTATED PARTICIPATION AGREEMENT

This amended and restated participation agreement is between the CENTERS FOR MEDICARE
& MEDICAID SERVICES (“CMS”) and

an Accountable Care Organization (“ACQO”).

CMS is the agency within the U.S. Department of Health and Human Services (“HHS”) that is
charged with administering the Medicare and Medicaid programs.

The ACO is an entity composed of health care providers operating under a common legal
structure, which accepts financial accountability for the overall quality and cost of medical care
furnished to Medicare fee-for-service (“FFS”) Beneficiaries aligned to the entity.

CMS is implementing the ACO Realizing Equity, Access, and Community Health (REACH)
Model (“Model”) under section 1115A of the Social Security Act (“Act”), which authorizes
CMS, through its Center for Medicare and Medicaid Innovation, to test innovative payment and
service delivery models that have the potential to reduce Medicare, Medicaid, or Children’s
Health Insurance Program expenditures while maintaining or improving the quality of
beneficiaries’ care. This Model was known as the Global and Professional Direct Contracting
(GPDC) Model for the first two Performance Years of the Model Performance Period. However,
on February 24, 2022, the Center for Medicare and Medicaid Innovation announced that it was
redesigning the Model and renaming it the ACO REACH Model. The first Performance Year of
the redesigned Model began on January 1, 2023.

The Model seeks to reduce Medicare FFS expenditures while improving the quality of care and
health outcomes for Medicare FFS Beneficiaries through financial incentives, emphasis on
beneficiary choice, strong monitoring to ensure that Beneficiaries maintain access to care, and an
emphasis on care delivery for Beneficiaries with complex, chronic, and serious illness.

The ACO has selected to participate in one of two Risk-Sharing Options offered under the
Model: (1) a higher-risk option, under which the ACO assumes 100 percent risk for savings or
losses and can select either Total Care Capitation Payment or Primary Care Capitation Payment
as its Capitation Payment Mechanism (“Global”); or (2) a lower-risk option under which the
ACO assumes 50 percent risk for savings or losses and must select Primary Care Capitation
Payment as its Capitation Payment Mechanism (“Professional”).

The ACO submitted an application to participate in the Model, and CMS approved the ACO for
participation in the Model.

On December 29, 2021, the parties executed a participation agreement governing their rights and
obligations under the Model Performance Period and any remaining duration of the Agreement
Term (“Agreement”). On December 29, 2022, the parties executed the First Amended and
Restated Participation Agreement (“First Amended and Restated Agreement”).

The parties now desire to amend and restate the Agreement in its entirety, together with all
Amendments to:



Clarify ACO governing body composition and control requirements;

Update provisions regarding ACO’s and CMS’s maintenance of Participant Provider
Lists and Preferred Provider Lists;

Update provisions regarding alignment minimums for New Entrant ACOs and High
Needs ACOs for Performance Years 2025 and 2026;

Add a provision for one-time waiver of alignment minimum in certain circumstances;
Update types of data shared for healthcare operations;

Update data incident reporting provisions;

Update provisions regarding CAHPS or other patient experience surveys;

Update provisions related to debt collection and accrued interest;

Update ACO reporting requirements related to fraud and suspected fraud;

Update remedial action and termination authorities available to CMS in the case of an
ACQ’s failure to provide or maintain certain information;

Update the methodology, timeline, and required notices for effectuating voluntary
termination of Participation Agreement, and the eligibility criteria for Shared Savings
and/or Shared Losses in the event of voluntary termination;

Update timeline for CMS Administrator Review of a Reconsideration Determination to
specify a 30 business day review period,;

Update provisions regarding submission of notifications and reports to include
submissions via 4i;

Remove references to NPPES as source of specialty data;

Add SNF and home health services provision to eligibility criteria for alignment to a
High Needs Population ACO;

Update methodology for non-ESRD Beneficiary risk score calculations in Performance
Year 2024 to reflect blended score based on 2024 CMS-HCC Risk Adjustment Model
(Version 28) and 2020 CMS-HCC Risk Adjustment Model (Version 24);

Update Appendix B in its entirety beginning for Performance Year 2024;

Exempt COVID-19 tests from FFS payment reductions applicable under Capitation
Payment Mechanism and Advanced Payment Option;

Clarify that financial guarantee requirements reflect accrued interest owed to CMS;



e Update financial guarantee provisions related to calculating base financial guarantee
amount for REACH ACOs and subsequent financial guarantees for REACH ACOs that
participate in Provisional Settlement;

e Add replenishment provision to financial guarantee requirements;

e Clarify financial guarantee requirements for funds placed in escrow and letters of credit
to specify that the associated financial institution must be insured by the Federal Deposit
Insurance Corporation (FDIC), except as otherwise specified by CMS;

e Update escrow monthly account statement requirements to include CMS as recipient;

e Remove CMS error as a basis for responsibility for denied claims for all Benefit
Enhancements in Appendices I, J, L, M, N, O, and T;

e Clarify that REACH Beneficiaries with supplemental insurance (e.g., Medigap) are not
eligible for the Part B Cost-Sharing Support Beneficiary Engagement Incentive;

e Add pulmonary rehabilitation waiver to Nurse Practitioner and Physician Assistant
Services Benefit Enhancement in Appendix T; and

e Fix typographic errors and make other small technical changes to improve clarity of the
agreement.

The parties therefore agree as follows:



ARTICLE I Agreement Term
Section 1.01 Effective Date
The Agreement became effective upon execution by both parties (the “Effective Date”).
Section 1.02 Agreement Term

The term of the Agreement (the “Agreement Term”) began on the Effective Date and expires
two years after the last day of the Agreement Performance Period, defined in Section 1.03, unless
the Agreement is sooner terminated by CMS in accordance with Article XVII, in which case the
Agreement Term ends on the effective date of such termination.

Section 1.03. Agreement Performance Period

The performance period of this Agreement (“Agreement Performance Period”) begins on
January 1, 2024 (the “Start Date”) and ends at 11:59 PM ET on December 31, 2026, unless the
Agreement Performance Period or the Agreement is sooner terminated by either party in
accordance with Article XVII, in which case the Agreement Performance Period ends on the Day
specified by CMS in writing.

ARTICLE Il Definitions

The parties agree that the following definitions apply for purposes of the Model Performance
Period subject to the rule of construction set forth in Appendix U of this Agreement:

“ACO Activities” means activities related to promoting accountability for the quality, cost, and
overall care for a population of REACH Beneficiaries, including managing and coordinating
care; encouraging investment in infrastructure and redesigned care processes for high quality and
efficient service delivery; or carrying out any other obligation or duty of the ACO under the
Agreement. Examples of these activities include, but are not limited to, providing direct patient
care in a manner that reduces costs and improves quality; promoting evidence-based medicine
and patient engagement; reporting on quality and cost measures under the Agreement;
coordinating care, such as through the use of telehealth, remote patient monitoring, and other
enabling technologies; establishing and improving clinical and administrative systems for the
ACO; meeting the quality performance standards of the Agreement; evaluating health needs;
communicating clinical knowledge and evidence-based medicine; and developing standards for
Beneficiary access and communication, including Beneficiary access to medical records.

“ACO Professional” means a Participant Provider who is any one of the following:
A. A physician (as defined in section 1861(r) of the Act); or

B. One of the following non-physician practitioners:
1. Physician assistant who satisfies the qualifications set forth at
42 CFR 8§ 410.74(a)(2)(i)-(i1);
2. Nurse practitioner who satisfies the qualifications set forth at
42 CFR 8 410.75(b);
3. Clinical nurse specialist who satisfies the qualifications set forth at

42 CFR § 410.76(b);
4. Certified registered nurse anesthetist (as defined at 42 CFR § 410.69(b));



5. Certified nurse midwife who satisfies the qualifications set forth at
42 CFR § 410.77(a);

6. Clinical psychologist (as defined at 42 CFR § 410.71(d));
7. Clinical social worker (as defined at 42 CFR § 410.73(a)); or

8. Registered dietician or nutritional professional (as defined at
42 CFR § 410.314).

“Alignment Methodology” means the methodology selected by the ACO as described in
Section 8.01 that determines the frequency with which REACH Beneficiaries are aligned to the
ACO. The two Alignment Methodologies include Prospective Alignment and Prospective Plus
Alignment.

“APO” stands for “Advanced Payment Option” and means a supplemental payment
mechanism available for selection by the ACO for a Performance Year as described in Section
8.01 if the ACO also has selected PCC Payment for that Performance Year. If the ACO selects
the APO, CMS will make a prospective monthly APO payment to the ACO for APO Eligible
Services furnished to REACH Beneficiaries by those Participant Providers and Preferred
Providers participating in the APO. The amount of the monthly APO payment is calculated in
accordance with Appendix F of the Agreement.

“APO Eligible Services” means all Covered Services that are not PCC Eligible Services.

“APO Fee Reduction” means a full or partial reduction in Medicare FFS payments to those
Participant Providers and Preferred Providers who have agreed to receive such reduced payment
for APO Eligible Services furnished to REACH Beneficiaries to account for the monthly APO
payments made by CMS to the ACO.

“At-Risk Beneficiary” means a Beneficiary who—

A. Has a high risk score on the CMS-Hierarchical Condition Category (HCC) risk
adjustment model;

o

Is considered high cost due to having two or more hospitalizations or emergency
room visits each year;

Is dually eligible for Medicare and Medicaid;

Has a high utilization pattern;

Has one or more chronic conditions;

Has had a recent diagnosis that is expected to result in increased cost;
Is entitled to Medicaid because of disability;

I o mmoo

Is diagnosed with a mental health or substance use disorder; or
I.  Meets such other criteria as specified in writing by CMS.
“Beneficiary” means an individual who is enrolled in Medicare.

“Beneficiary Engagement Incentives” means the following incentives the ACO may choose to
make available to REACH Beneficiaries through Participant Providers and Preferred Providers
in order to support high-value services and allow the ACO to more effectively manage the care
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of REACH Beneficiaries: the Part B Cost-Sharing Support Beneficiary Engagement Incentive
and the Chronic Disease Management Reward Beneficiary Engagement Incentive.

“Benefit Enhancements” means the following enhanced benefits the ACO may choose to make
available to REACH Beneficiaries through Participant Providers and Preferred Providers in order
to support high-value services and allow the ACO to more effectively manage the care of
REACH Beneficiaries: the 3-Day SNF Rule Waiver Benefit Enhancement, the Telehealth
Benefit Enhancement, the Post-Discharge Home Visits Benefit Enhancement, the Care
Management Home Visits Benefit Enhancement, the Home Health Homebound Waiver Benefit
Enhancement, the Concurrent Care for Beneficiaries that Elect Medicare Hospice Benefit
Enhancement, and the Nurse Practitioner and Physician Assistant Services Benefit Enhancement.
The ACO may select one or more Benefit Enhancements for each Performance Year as described
in Section 8.01.

“Capitation Payment Mechanism” means a payment mechanism available for selection by the
ACO for each Performance Year of the Agreement Performance Period as described in Section
8.01, under which CMS will make periodic payments to the ACO during the Performance Year.
The Capitation Payment Mechanisms available for selection include PCC Payment and TCC
Payment.

“CCN” means a CMS Certification Number.

“Claims-Based Alignment” means an analysis of certain Primary Care Qualified Evaluation &
Management (PQEM) Services furnished by ACO Professionals, Federally Qualified Health
Centers, Rural Health Centers, and Method Il Critical Access Hospitals to Beneficiaries and used
to align Beneficiaries to the ACO.

“Covered Services” means the scope of health care benefits described in sections 1812 and 1832
of the Act for which payment is available under Part A or Part B of Title XVIII of the Act.

“Days” means calendar Days unless otherwise specified.

“Enhanced PCC?” stands for “Enhanced Primary Care Capitation” and means a component
of the PCC Payment that is calculated in accordance with the requirements of Appendix E using
the maximum Enhanced PCC Percentage selected by the ACO for a Performance Year as
described in Section 8.01. CMS will use the Enhanced PCC amount, in addition to the Base
PCC amount, as defined in Appendix E of the Agreement, in calculating the amount of the
prospective monthly PCC Payments made to the ACO in accordance with Section 12.02.C and
Appendix E of the Agreement. CMS will recoup the Enhanced PCC amount from the ACO in
accordance with Section 12.02.C.3 and Appendix E of the Agreement.

“Enhanced PCC Percentage” means the percentage that will be multiplied by the Performance
Year Benchmark to determine the Enhanced PCC amount except as otherwise specified in the
Agreement. The Enhanced PCC Percentage is calculated in accordance with Section V of
Appendix E.

“Final Financial Settlement” means the process during which CMS compares the ACQO’s final
Performance Year Benchmark against the ACO’s Performance Year expenditures for REACH
Beneficiaries to determine the amount of Shared Savings or Shared Losses in accordance with
Section 12.04 and Appendix B of the Agreement, calculates the amount of Other Monies Owed,
and calculates the net amount owed by either CMS or the ACO for the Performance Year.
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“Financial Guarantee Participation Commitment Mechanism” means a type of Participation
Commitment Mechanism under which the ACO must either increase the amount of the financial
guarantee required under Section 12.05 by an amount specified by CMS and calculated in
accordance with Section I1.B of Appendix H of the Agreement or obtain a separate financial
guarantee in this amount that complies with the terms of Section 12.03 and Appendix H of the
Agreement.

“Health Equity Activities” has the meaning given in Section 5.10.D.
“Health Equity Plan” has the meaning given in Section 5.10.A.

“High Needs Population ACO” means a REACH ACO that focuses on Beneficiaries with
complex, high needs, including dually eligible individuals, and is approved by CMS to
participate in the Model as a High Needs Population ACO prior to the Effective Date, and has
not subsequently been approved by CMS to participate in the Model as a New Entrant ACO
or a Standard ACO pursuant to Article VIII. A High Needs Population ACO qualifies for the
alternative Beneficiary alignment minimums specified in Section 5.03.C and qualifies for the
methodology for calculating the Performance Year Benchmark described in Section 111 of
Appendix B of the Agreement.

“Implementation Period” means a period of Model implementation. The Model has three
Implementation Periods; the first occurred between October 1, 2020 and March 31, 2021; the
second occurred between August 1, 2021, and December 31, 2021; and the third occurred
between August 1, 2022 and December 31, 2022.

“Legacy TIN or CCN” means a TIN or CCN that a Participant Provider or Preferred Provider
previously used for billing Medicare Parts A and B services but no longer uses to bill for those
services, and includes a “sunsetted” Legacy TIN or CCN (a TIN or CCN that is no longer used
for billing for Medicare Parts A and B services by any Medicare-enrolled provider or supplier) or
an “active” Legacy TIN or CCN (a TIN or CCN that may be in use by a Medicare-enrolled
provider or supplier that is not a Participant Provider or Preferred Provider).

“Marketing Activities” means the distribution of Marketing Materials and other activities,
including Voluntary Alignment Activities, conducted by or on behalf of the ACO or its
Participant Providers or Preferred Providers, when used to educate, notify, or contact
Beneficiaries regarding the ACQO’s participation in the Model.

“Marketing Events” means Marketing Activities that are events designed to educate
Beneficiaries about the ACO’s participation in the Model.

“Marketing Materials” means general audience materials such as brochures, advertisements,
outreach events, letters to Beneficiaries, webpages published on a website, mailings, social
media, or other materials sent by or on behalf of the ACO or its Participant Providers or
Preferred Providers, when used to educate, notify, or contact Beneficiaries regarding the ACO’s
participation in the Model. Marketing Materials do not include communications that do not
directly or indirectly reference the Model (for example, information about care coordination
generally would not be considered Marketing Materials); materials that cover Beneficiary-
specific billing and claims issues; educational information on specific medical conditions;
referrals for health care items and services; and any other materials that are excepted from the
definition of “marketing” under the HIPAA Privacy Rule (45 CFR Part 160 & Part 164, subparts
A &E).
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“Medically Necessary” means reasonable and necessary as determined in accordance with
section 1862(a) of the Act.

“Model Performance Period” means, regardless of the duration of the Agreement Performance
Period, the period that began on April 1, 2021, and ends on December 31, 2026, unless CMS
modifies or terminates the Model. The Model Performance Period consists of the following six
Performance Years:

1. Performance Year 1 (Performance Year 2021): April 1, 2021 — December 31, 2021

2. Performance Year 2 (Performance Year 2022): January 1, 2022 — December 31, 2022
3. Performance Year 3 (Performance Year 2023): January 1, 2023 — December 31, 2023
4. Performance Year 4 (Performance Year 2024): January 1, 2024 — December 31, 2024
5. Performance Year 5 (Performance Year 2025): January 1, 2025 — December 31, 2025
6. Performance Year 6 (Performance Year 2026): January 1, 2026 — December 31, 2026

“MVA” stands for “Medicare.gov Voluntary Alignment” and means the process by which a
Beneficiary may voluntarily align with the ACO by designating a Participant Provider as the
Beneficiary’s primary clinician on MyMedicare.gov, Medicare.gov, or any successor site. CMS
uses the Beneficiary’s MV A in performing Beneficiary alignment as described in Section 5.01
and Appendix A.

“New Entrant ACO” means a REACH ACO that is approved by CMS to participate in the
Model as a New Entrant ACO prior to the Start Date or that has subsequently been approved
by CMS to participate in the Model as a New Entrant ACO pursuant to Article V111, unless
the ACO has since accepted an offer pursuant to Section 5.03.B to participate in the Model
as a Standard ACO. A New Entrant ACO qualifies for the alternative Beneficiary alignment
minimums specified in Section 5.03.B and qualifies for the Performance Year Benchmark
methodology specified in Section Il of Appendix B.

“NP1” means a national provider identifier.

“Originally Aligned Beneficiary” means a Beneficiary who is aligned to the ACO on the first
Day of the relevant Performance Year using the methodology set forth in Appendix A, and for
whom CMS has not since made a determination that the Beneficiary did not satisfy the eligibility
criteria for alignment in Section 1V of Appendix A on the first Day of the Performance Year.

“Other Monies Owed” means a monetary amount owed by either party to the Agreement that is
neither Shared Savings nor Shared Losses. Other Monies Owed shall be calculated in
accordance with Appendix B, Appendix E, Appendix F, Appendix G, Appendix H, Appendix I,
Appendix J, Appendix L, Appendix M, Appendix N, Appendix O, and Appendix T of the
Agreement and included in the settlement reports issued by CMS pursuant to Section 12.04 and
Appendix B of the Agreement.

“Participant Provider” means an individual or entity that satisfies the requirements of Section
4.01.A.

“Participant Provider List” means the list that identifies each Participant Provider that is
approved by CMS for participation in the Model for a Performance Year that is established in
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accordance with Section 4.02 and updated from time to time in accordance with Sections 4.03
and 4.04.

“Participation Commitment Mechanism” means a mechanism that incentivizes the ACO to
participate in the Model for at least two Performance Years. The two alternative Participation
Commitment Mechanisms are the Financial Guarantee Participation Commitment Mechanism
and the Retention Withhold Participation Commitment Mechanism.

“Performance Year” or “PY” means the 12-month period beginning on January 1 of each year
during the Model Performance Period, except in the case of Performance Year 2021, which
began on April 1, 2021, and ended on December 31, 2021.

“Performance Year Benchmark” means the target expenditure amount to which Medicare Part
A and Part B expenditures for items and services furnished to REACH Beneficiaries during a
Performance Year are compared in order to calculate Shared Losses or Shared Savings, as
determined by CMS in accordance with Appendix B of the Agreement.

“Preferred Provider” means an individual or entity that satisfies the requirements of Section
4.01.B.

“Preferred Provider List” means the list that identifies each Preferred Provider that is approved
by CMS for participation in the Model for a Performance Year that is established in accordance
with Section 4.02 and updated from time to time in accordance with Sections 4.03 and 4.04.

“PCC Payment” stands for “Primary Care Capitation Payment” and means a Capitation
Payment Mechanism available for selection by the ACO for a Performance Year as described in
Section 8.01. If the ACO selects PCC Payment, the ACO may also select its maximum
Enhanced PCC Percentage as described in Section 8.01 and may select to participate in the APO
as described in Section 8.01. If the ACO selects PCC Payment, CMS will make a prospective
monthly payment to the ACO for PCC Eligible Services furnished to REACH Beneficiaries by
those Participant Providers and Preferred Providers participating in PCC Payment. The amount
of the PCC Payment is calculated in accordance with Appendix E of the Agreement.

“PCC Eligible Services” means (1) for services billed on professional claim formats, Primary
Care Services billed by Primary Care Specialists, as such terms are defined in Appendix A of the
Agreement, and (2) for services billed on an institutional claim format, all Covered Services
billed by Federally Qualified Health Centers (FQHCs, Type of Bill =77x) and Rural Health
Clinics (RHCs, Type of Bill = 71x).

“PCC Fee Reduction” means a full or partial reduction in Medicare FFS payments to those
Participant Providers and Preferred Providers participating in PCC Payment for PCC Eligible
Services furnished to REACH Beneficiaries to account for the monthly payments made by CMS
to the ACO under PCC Payment.

“Primary Care Qualified Evaluation & Management (PQEM) Service” means either a
Primary Care Service furnished by a Primary Care Specialist or a Selected Non-Primary Care
Specialist, as such terms are defined in Appendix A of the Agreement, or any service furnished
by a Federally Qualified Health Center (FQHC) (Type of Bill = 77x) or a Rural Health Clinic
(RHC) (Type of Bill = 71x).

“Program Integrity Screening” means a review of an individual’s or entity’s program integrity
history and current status, which may include a review of the individual’s or entity’s eligibility,
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history of exclusion or other sanctions imposed with respect to participation in Medicare,
Medicaid, or CHIP; history of failure to pay Medicare debts in a timely manner; current or prior
law enforcement investigations or administrative actions; affiliations with individuals or entities
that have a history of program integrity issues; and other information pertaining to the
trustworthiness of the individual or entity.

“Prohibited Participant” means an individual or entity that is: (1) a Durable Medical
Equipment, Prosthetics, Orthotics and Supplies (DMEPOS) supplier, (2) an ambulance supplier,
(3) a drug or device manufacturer, or (4) excluded or otherwise prohibited from participation in
Medicare or Medicaid.

“Prospective Alignment” refers to the Alignment Methodology in which Beneficiaries are
aligned to the ACO only prospectively prior to the start of the Performance Year based on both
Claims-Based Alignment and Voluntary Alignment.

“Prospective Plus Alignment” refers to the Alignment Methodology in which Beneficiaries are
aligned to the ACO prospectively prior to the start of a Performance Year, based on both Claims-
Based Alignment and Voluntary Alignment, and aligned prospectively prior to the start of the
second through fourth calendar quarters of a Performance Year, to align additional Beneficiaries
based only on Voluntary Alignment.

“Provisional Financial Settlement” means the process during which CMS compares the ACO’s
provisional Performance Year Benchmark to the ACO’s provisional Performance Year
expenditures to determine the amount of provisional Shared Savings or Shared Losses in
accordance with Section 12.04 and Appendix B, and calculates the provisional net amount owed
by either CMS or the ACO for the Performance Year Provisional Financial Settlement is
available for selection by the ACO for Performance Year 2022 and each subsequent Performance
Year as described in Section 8.01. Provisional Financial Settlement will be followed by Final
Financial Settlement.

“REACH ACO” means an entity composed of health care providers operating under a common
legal structure that has agreed to participate in the Model and to accept financial accountability
for the overall quality and cost of medical care furnished to the Beneficiaries aligned to the entity
under the Model.

“REACH Beneficiary” means a Beneficiary who is aligned to the ACO using the methodology
set forth in Appendix A of the Agreement and who has not subsequently been excluded from the
aligned population of the ACO.

“Retention Withhold Participation Commitment Mechanism” means a type of Participation
Commitment Mechanism under which CMS will withhold the Retention Withhold (as described
in Appendix B) from the Performance Year Benchmark for the ACO’s first Performance Year
pursuant to the methodology specified in Appendix B. The ACO will earn back the Retention
Withhold Amount (as described in Section V.D.1 of Appendix B) during Final Financial
Settlement for the ACO’s first Performance Year, in accordance with the methodology described
in Appendix B only if the ACO does not provide written notice of termination of the Agreement
Performance Period pursuant to Section 17.03 on or before the Termination Without Liability
Date of the ACO’s second Performance Year.

“Risk Sharing Option” means either Professional or Global.
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“Rural Area” means an area in which at least 40 percent of Federal Information Processing
Standard (FIPS) codes occur within either a non-metropolitan county, a census tract inside a
metropolitan county with Rural-Urban Commuting Area (RUCA) codes 4-10, or a census tract
with RUCA codes 2 or 3 that is at least 400 square miles in area with a population density of no
more than 35 people per square mile.

“Shared Losses” means the monetary amount owed to CMS by the ACO due to expenditures for
Medicare Part A and Part B items and services furnished to REACH Beneficiaries during a
Performance Year in excess of the Performance Year Benchmark. The amount of Shared Losses
is determined by CMS in accordance with Appendix B and the Risk Sharing Option and
Capitation Payment Mechanism selected by the ACO.

“Shared Savings” means the monetary amount owed to the ACO by CMS due to expenditures
for Medicare Part A and Part B items and services furnished to REACH Beneficiaries during a
Performance Year that are lower than the Performance Year Benchmark. The amount of Shared
Savings is determined by CMS in accordance with Appendix B and the Risk Sharing Option and
Capitation Payment Mechanism selected by the ACO.

“Standard ACO” means a REACH ACO that is not a High Needs Population ACO or a New
Entrant ACO.

“Stop-Loss Arrangement” means a risk mitigation option that may be selected by the ACO for
each Performance Year as described in Section 8.01. The Stop-Loss Arrangement is designed to
reduce the financial uncertainty associated with infrequent but high-cost expenditures for
REACH Beneficiaries. ACOs that elect the Stop-Loss Arrangement will be assessed a Stop-Loss
Charge and may accrue a Stop-Loss Payout based on the amount of Part A and Part B
expenditures for individual REACH Beneficiaries above specified thresholds described in
Appendix B.

“SVA” stands for “Signed Attestation-based Voluntary Alignment” and means the process by
which a Beneficiary may voluntarily align with the ACO by using a Voluntary Alignment Form
to designate a Participant Provider as their main doctor, main provider, and/or the main place
they receive care. CMS uses the Beneficiary’s Voluntary Alignment Form in performing
Beneficiary alignment as described in Sections 5.01 and 5.02, Appendix A, and Appendix C.

“Termination Without Liability Date” means the date by which the ACO must provide written
notice of termination of the Agreement Performance Period to avoid liability for Shared Losses
for the Performance Year. The Termination Without Liability Date for a Performance Year is
the later of either: a) February 28 of the Performance Year or b) 30 Days after CMS distributes
the Performance Year Benchmark Report for the Performance Year to the ACO. The
Termination Without Liability Date will be no later than August 31 of a Performance Year.
There is no Termination Without Liability Date for the ACO’s first Performance Year.

“TIN” means a federal taxpayer identification number.

“TCC Payment” stands for ““Total Care Capitation Payment” and means a Capitation
Payment Mechanism available for selection by the ACO for a Performance Year as described in
Section 8.01 if the ACO is participating in Global. If the ACO selects TCC Payment, CMS will
make a prospective monthly payment to the ACO for all Covered Services furnished to REACH
Beneficiaries by all Participant Providers included on the Participant Provider List at the start of
a Performance Year and those Preferred Providers that have opted to participate in TCC
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Payment. The amount of the monthly TCC Payment is calculated in accordance with Appendix
G of the Agreement.

“TCC Fee Reduction” means a full or partial reduction in Medicare FFS payments to all
Participant Providers and those Preferred Providers who have agreed to receive such reduced
payments for Covered Services furnished to REACH Beneficiaries to account for the monthly
payments made by CMS to the ACO under TCC Payment.

“Underserved Communities” means populations sharing a particular characteristic as well as
geographic communities, that have been systematically denied a full opportunity to participate in
aspects of economic, social, and civic life, such as Black, Latino, and Indigenous and Native
American persons, Asian Americans and Pacific Islanders and other persons of color; members
of religious minorities; leshian, gay, bisexual, transgender, and queer (LGBTQ+) persons;
persons with disabilities; persons who live in rural areas; and persons otherwise adversely
affected by persistent poverty or inequality.

“Voluntary Alignment” refers to both SVA and MVA.

“Voluntary Alignment Activities” means any Marketing Activities or other activities conducted
by or on behalf of the ACO or its Participant Providers or Preferred Providers, when used for
purposes of educating, notifying, or contacting Beneficiaries regarding VVoluntary Alignment.

“Voluntary Alignment Form” has the meaning set forth in Appendix C.

ARTICLE Il ACO Composition
Section 3.01 ACO Legal Entity

A. The ACO shall be a legal entity that is identified by a TIN formed under
applicable state, federal, or tribal law and is authorized to undertake the activities
required under the Agreement in each state in which it operates, including the
following activities:

1. Receiving and distributing Shared Savings;
2. Repaying Shared Losses or Other Monies Owed to CMS;

3. Establishing, reporting, and ensuring Participant Provider compliance with
health care quality criteria, including quality performance standards; and

4. Fulfilling ACO Activities identified in the Agreement.

B. If the ACO was formed by two or more Participant Providers who are listed as
billing under two or more TINs on the Participant Provider List, the ACO shall be
a legal entity separate from the legal entity of any of its Participant Providers or
Preferred Providers.

C. If all of the Participant Providers who are listed on the Participant Provider List
bill under a single TIN, the ACO’s legal entity and governing body may be the
same as that of the Participant Provider if the ACO satisfies the requirements of
Section 3.02.

D. The ACO is not required to be a Medicare-enrolled provider or supplier.
Section 3.02 ACO Governance
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A.

B.

General

1.

The ACO shall maintain an identifiable governing body with sole and
exclusive authority to execute the functions of the ACO and make final
decisions on behalf of the ACO. The ACO shall have a governing body
that satisfies the following criteria:

a. The governing body has responsibility for oversight and strategic
direction of the ACO and is responsible for holding ACO
management accountable for the ACQO’s activities;

b. The governing body is separate and unique to the ACO, except as
permitted under Section 3.01.C;

C. The governing body has a transparent governing process;

d. When acting as a member of the governing body of the ACO, each
governing body member has a fiduciary duty to the ACO,
including the duty of loyalty, and shall act consistent with that
fiduciary duty; and

e. The governing body shall receive regular reports from the
designated compliance official of the ACO who satisfies the
requirements of Section 15.01.

The ACO shall provide each member of the governing body with a copy
of the Agreement and any amendments hereto.

If CMS determines that the composition of the ACO’s governing body,
executive leadership, or parent organization compromises the ACO’s
ability to participate in the Model or to comply with the terms of the
Agreement, CMS may take one or more of the remedial actions specified
in Section 17.01.

Beginning in Performance Year 2023, the ACO shall ensure that its
governing body implements a process for documenting governing body
composition, meetings, and decisions, and shall retain such documentation
in accordance with Section 16.02.

Composition and Control of the Governing Body

1.

The ACO governing body shall include at least one Beneficiary served by
the ACO (“Beneficiary Representative”) who:

a. Does not have a conflict of interest with the ACO;

b. Has no immediate family member with a conflict of interest with
the ACO;

C. Is not a Participant Provider or Preferred Provider;

d. Does not have a direct or indirect financial relationship with the

ACO, a Participant Provider, or a Preferred Provider, except that
such person may be reasonably compensated by the ACO for his or
her duties as a member of the governing body of the ACO; and
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e. Beginning Performance Year 2023, has voting rights on the ACO’s
governing body.

The ACO governing body shall include at least one person with training or
professional experience in advocating for the rights of consumers
(“Consumer Advocate”), who is not the same person as the Beneficiary
Representative and who:

a. Does not have a conflict of interest with the ACO;

b. Has no immediate family member with a conflict of interest with
the ACO;

. Is not a Participant Provider or Preferred Provider;

d. Does not have a direct or indirect financial relationship with the

ACO, a Participant Provider, or a Preferred Provider, except that
such person may be reasonably compensated by the ACO for his or
her duties as a member of the governing body of the ACO; and

e. Beginning Performance Year 2023, has voting rights on the ACO’s
governing body.

The ACO governing body shall not include a Prohibited Participant, or an
owner, employee or agent of a Prohibited Participant.

Beginning in Performance Year 2023, the Beneficiary Representative
described in Section 3.02.B.1 and the Consumer Advocate described in
Section 3.02.B.2 must be two unique individuals. If Beneficiary and/or
Consumer Advocate representation on the ACO governing body is
prohibited by state law, the ACO shall notify CMS and request CMS
approval of an alternative mechanism to ensure that its policies and
procedures reflect consumer and patient perspectives. CMS shall use
reasonable efforts to approve or deny the request within 30 Days.

The governing body members may serve in similar or complementary
roles or positions for Participant Providers or Preferred Providers, subject
to Section 3.02.C.

Control of Governing Body

a. For Performance Year 2022, at least 25 percent control of the
ACO’s governing body shall be held by Participant Providers or
their designated representatives, and the Beneficiary
Representative and Consumer Advocate required under this
Section 3.02 shall not be included in either the numerator or the
denominator when calculating the percent control. The ACO may
seek an exception from the 25 percent control requirement by
submitting a proposal to CMS describing the current composition
of the ACO’s governing body and how the ACO will involve
Participant Providers in innovative ways in ACO governance. Any
exception to the 25 percent control requirement will be at the sole
discretion of CMS.

19



Section 3.03
A.

b. Beginning Performance Year 2023, at least 75 percent control of
the ACO's governing body must be held by

i Individual Participant Providers; or

ii. Designated representatives of a Participant Provider that is
an entity.

For purposes of this requirement, a designated representative must
be an individual employed by or under contract with the
Participant Provider entity that designates the representative. The
Beneficiary Representative and Consumer Advocate required
under this Section 3.02 will be included in both the numerator and
the denominator when calculating the percent control. The ACO
may seek an exception from the 75 percent control requirement by
submitting a proposal to CMS describing the current composition
of the ACO’s governing body and how the ACO will involve
Participant Providers in innovative ways in ACO governance. Any
exception to the 75 percent control requirement will be at the sole
discretion of CMS.

Conflict of Interest. The ACO shall have a conflict of interest policy that applies
to members of the governing body and satisfies the following criteria:

1. Requires each member of the governing body to disclose relevant financial
interests;
2. Provides a procedure to determine whether a conflict of interest exists and

sets forth a process to address any conflicts that arise; and

3. Addresses remedial actions for members of the governing body that fail to
comply with the policy.

ACO Leadership and Management

The ACQO’s operations shall be managed by an executive, officer, manager,

general partner, or similar party whose appointment and removal are under the

control of the ACO’s governing body and whose leadership team has

demonstrated the ability to influence or direct clinical practice to improve the
efficiency of processes and outcomes.

Clinical management and oversight shall be managed by a senior-level medical
director who is:

1. A Participant Provider;

2. Physically present on a regular basis at any clinic, office, or other location
participating in the ACO; and

3. A board-certified physician and licensed in a state in which the ACO
operates.

Starting in Performance Year 2023, if the ACO is a High Needs Population ACO,
the ACO may not be owned by an individual or entity that also owns another
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Section 3.04
A.

REACH ACO that is a Standard ACO or New Entrant ACO that is participating
in the Model and that operates in the same ACO Service Area, as defined in
Section 5.04.H.

Starting in Performance Year 2023, if the ACO is a Standard ACO or a New
Entrant ACO, the ACO may not be owned by an individual or entity that also
owns another REACH ACO that is High Needs Population ACO that is
participating in the Model and that operates in the same ACO Service Area, as
defined in Section 5.04.H.

Starting in Performance Year 2023, a REACH ACO is considered to be owned by
an individual or entity if the individual or entity:

1. Has a direct or indirect ownership interest equal to 5 percent or more in
the subject entity;
2. Has a combination of direct and indirect ownership interests equal to 5

percent or more in the subject entity; or

3. Has an ownership interest equal to 5 percent or more in any mortgage,
deed of trust, note, or other obligation secured by a subject entity if that
interest equals at least 5 percent of the value of the property or assets of
the subject entity.

ACO Financial Arrangements

The ACO shall not condition a Participant Provider’s or Preferred Provider’s
participation in the Model, directly or indirectly, on referrals of items or services
provided to Beneficiaries who are not aligned to the ACO.

The ACO shall not require, and shall ensure that its Participant Providers and
Preferred Providers do not require, that REACH Beneficiaries be referred only to
Participant Providers or Preferred Providers or to any other provider or supplier.
This prohibition shall not apply to referrals made by employees or contractors
who are operating within the scope of their employment or contractual
arrangement with the employer or contracting entity, provided that the employees
and contractors remain free to make referrals without restriction or limitation if a
REACH Beneficiary expresses a preference for a different provider or supplier, or
the referral is not in the REACH Beneficiary's best medical interests in the
judgment of the referring party.

The ACO shall not condition the eligibility of an individual or entity to be a
Participant Provider or Preferred Provider on the individual’s or entity’s offer or
payment of cash or other remuneration to the ACO or any other individual or
entity.

The ACO shall ensure that no party to an ACO financial arrangement gives or
receives remuneration in return for, or to induce or reward, any Federal health
care program referrals or business generated outside of the Model, and the
compensation does not induce either party or other providers or suppliers to
furnish medically unnecessary items or services, or to reduce or limit Medically
Necessary items or services to any Beneficiary.
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The ACO shall not take, and shall ensure that its Participant Providers and
Preferred Providers do not take, any action to limit the ability of a Participant
Provider or Preferred Provider to make decisions in the best interests of a
Beneficiary, including the selection of devices, supplies and treatments used in
the care of the Beneficiary.

The ACO shall notify CMS within 15 Days after becoming aware that the ACO, a
Participant Provider, or a Preferred Provider is under investigation or has been
sanctioned by the government or any licensing authority (including, without
limitation, the imposition of program exclusion, debarment, civil monetary
penalties, corrective action plans, and revocation of Medicare billing privileges).
If the ACO, a Participant Provider, or a Preferred Provider is under investigation
or has been sanctioned but not excluded from Medicare program participation,
CMS may take any of the actions set forth in Section 17.01.

By the applicable date specified in Section 3.04.H, except as specified in Sections
3.04.G.17 and 3.04.G.18, the ACO shall have an arrangement with each of the
individuals and entities that are approved by CMS to be Participant Providers or
Preferred Providers that complies with the criteria described in paragraphs (1)
through (16) of this Section 3.04.G:

1. The arrangement is in writing and the only parties to the arrangement are
the ACO and the Participant Provider or Preferred Provider.

2. The arrangement requires the Participant Provider or Preferred Provider to
agree to participate in the Model during the Agreement Performance
Period, to engage in ACO Activities, to comply with the applicable terms
of the Model as set forth in the Agreement, and to comply with all
applicable laws and regulations (including, but not limited to, those
specified at Section 15.04). The ACO shall provide each Participant
Provider and Preferred Provider with a copy of the Agreement and any
amendments hereto.

3. The arrangement expressly sets forth the Participant Provider’s or
Preferred Provider’s obligation to comply with the applicable terms of the
Agreement, including any provisions regarding the following: participant
exclusivity; quality measure reporting and continuous care improvement
objectives; Voluntary Alignment Activities; Marketing Activities;
Beneficiary freedom of choice; Benefit Enhancements and Beneficiary
Engagement Incentives; participation in evaluation, shared learning,
monitoring, and oversight activities; the ACO compliance plan; and audit
and record retention requirements.

4. The arrangement requires the Participant Provider or Preferred Provider to
update its Medicare enrollment information (including the addition and
deletion of individuals that have reassigned to the Participant Provider or
Preferred Provider their right to Medicare payment) on a timely basis in
accordance with Medicare program requirements.
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10.

The arrangement requires the Participant Provider or Preferred Provider to
notify the ACO of any changes to its Medicare enrollment information
(including the addition and deletion of individuals that have reassigned to
the Participant Provider or Preferred Provider their right to Medicare
payment) within 30 Days after the change.

If the ACO has selected TCC Payment as its Capitation Payment
Mechanism, the arrangement requires a Participant Provider included on
the Participant Provider List at the start of a Performance Year to
participate in the ACO’s selected Capitation Payment Mechanism in order
to participate as a Participant Provider for the Performance Year, and
requires a Preferred Provider included on the Preferred Provider List at the
start of a Performance Year to make a selection whether to participate in
the ACO’s selected Capitation Payment Mechanism for a Performance
Year in advance of the Performance Year.

If the ACO has selected TCC Payment as its Capitation Payment
Mechanism, the arrangement prohibits a Participant Provider that is added
to the Participant Provider List during a Performance Year or a Preferred
Provider that is added to the Preferred Provider List during a Performance
Year from participating in the ACO’s selected Capitation Payment
Mechanism for the Performance Year in which the Participant Provider or
Preferred Provider is so added.

If the ACO has selected PCC Payment as its Capitation Payment
Mechanism, the arrangement requires a Participant Provider included on
the Participant Provider List at the start of a Performance Year to
participate in the ACO’s selected Capitation Payment Mechanism in order
to participate as a Participant Provider for the Performance Year, and
requires a Preferred Provider included on the Preferred Provider List at the
start of a Performance Year to make a selection whether to participate in
the ACO’s selected Capitation Payment Mechanism for a Performance
Year in advance of the Performance Year.

If the ACO has selected PCC Payment as its Capitation Payment
Mechanism, the arrangement prohibits a Participant Provider that is added
to the Participant Provider List during a Performance Year or a Preferred
Provider that is added to the Preferred Provider List during a Performance
Year from participating in the ACO’s selected Capitation Payment
Mechanism for the Performance Year in which the Participant Provider or
Preferred Provider is so added.

For each Performance Year that the ACO selects to participate in the
APOQ, the arrangement requires a Participant Provider included on the
Participant Provider List at the start of the Performance Year or a
Preferred Provider included on the Preferred Provider List at the start of
the Performance Year to select whether to participate in the APO in
advance of the Performance Year.
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11.

12.

13.

14.

15.

16.

17.

For each Performance Year that the ACO selects to participate in the
APO, the arrangement prohibits a Participant Provider that is added to the
Participant Provider List during the Performance Year or a Preferred
Provider that is added to the Preferred Provider List during a Performance
Year from participating in the APO for the Performance Year in which the
Participant Provider or the Preferred Provider is so added.

The arrangement requires the Participant Provider or Preferred Provider to
notify the ACO within seven Days of becoming aware that it is under
investigation or has been sanctioned by the government or any licensing
authority (including, without limitation, the imposition of program
exclusion, debarment, civil monetary penalties, corrective action plans,
and revocation of Medicare billing privileges).

The arrangement permits the ACO to take remedial action against the
Participant Provider or Preferred Provider (including the imposition of a
corrective action plan, denial of any payments, and termination of the
ACO’s arrangement with the Participant Provider or Preferred Provider) to
address noncompliance with the terms of the Agreement or program
integrity issues identified by CMS.

The arrangement is for a term of at least one Performance Year, but
permits early termination if CMS requires the ACO to remove the
Participant Provider or Preferred Provider pursuant to Section 17.01.C.

The arrangement requires the Participant Provider or Preferred Provider to
complete a close-out process upon termination or expiration of the
arrangement that requires the Participant Provider or Preferred Provider to
furnish all data required by the ACO to participate in the Model and any
data required by CMS to monitor or evaluate the Model.

If the arrangement involves the provision of electronic health records
software to one or more Participant Providers or Preferred Providers, such
software shall be interoperable (as defined in 42 CFR § 411.351) or satisfy
42 CFR § 411.357(w)(2) (related to interoperability) at the time it is
provided to the recipient.

The ACO need not have an arrangement that complies with the
requirements of Section 3.04.G.1 through Section 3.04.G.16 with an
individual approved by CMS to be a Participant Provider (“Individual
Participant Provider”) if all of the following requirements are met:

a. By the applicable date specified in Section 3.04.H, the ACO has an
arrangement with an entity approved by CMS to be a Participant
Provider (“Participant Provider Contracting Entity”);

b. The arrangement between the ACO and the Participant Provider
Contracting Entity satisfies all of the requirements of Sections
3.04.G.1 through 3.04.G.16, identifies the Individual Participant
Provider, and documents the Individual Participant Provider’s
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18.

agreement to comply with the applicable terms of the arrangement
between the ACO and the Participant Provider Contracting Entity;

C. The Individual Participant Provider is employed by, or under
contract with, the Participant Provider Contracting Entity and has
reassigned his or her Medicare billing rights to the Participant
Provider Contracting Entity;

d. The Participant Provider Contracting Entity and the Individual
Participant Provider enter into an arrangement that binds the
Individual Participant Provider to the applicable terms of the
arrangement between the ACO and the Participant Provider
Contracting Entity; and

e. The arrangement between the ACO and the Participant Provider
Contracting Entity requires the Participant Provider Contracting
Entity to make available a copy of this Agreement and any
amendments hereto to the Individual Participant Provider.

The ACO need not have an arrangement that complies with the
requirements of Section 3.04.G.1 through Section 3.04.G.16 with an
individual approved by CMS to be a Preferred Provider (“Individual
Preferred Provider”) if all of the following requirements are met:

a. By the applicable date specified in Section 3.04.H, the ACO has an
arrangement with an entity approved by CMS to be a Preferred
Provider (“Preferred Provider Contracting Entity”);

b. The arrangement between the ACO and the Preferred Provider
Contracting Entity satisfies all of the requirements of Sections
3.04.G.1 through 3.04.G.16, identifies the Individual Preferred
Provider, and documents the Individual Preferred Provider’s
agreement to comply with the applicable terms of the arrangement
between the ACO and the Preferred Provider Contracting Entity;

C. The Individual Preferred Provider is employed by, or under
contract with, the Preferred Provider Contracting Entity and has
reassigned his or her Medicare billing rights to the Preferred
Provider Contracting Entity;

d. The Preferred Provider Contracting Entity and the Individual
Preferred Provider enter into an arrangement that binds the
Individual Preferred Provider to the applicable terms of the
arrangement between the ACO and the Preferred Provider
Contracting Entity; and

e. The arrangement between the ACO and the Preferred Provider
Contracting Entity requires the Preferred Provider Contracting
Entity to make available a copy of this Agreement and any
amendments hereto to the Individual Preferred Provider.
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The ACO shall have fully executed written arrangements in place that meet the
requirements set forth in Section 3.04.G by the following dates:

1. By the Start Date, in the case of arrangements with individuals and entities
that were approved by CMS before the Start Date to be Participant
Providers and Preferred Providers.

2. By a date specified by CMS, in the case of arrangements with individuals
and entities approved by CMS to be Participant Providers and Preferred
Providers effective on the first day of the ACO’s second Performance
Year, and each subsequent Performance Year.

3. For arrangements with individuals or entities approved by CMS to be
Participant Providers or Preferred Providers effective on a day other than
the first day of a Performance Year, by the date the ACO requests the
addition of the individual or entity to the Participant Provider List or
Preferred Provider List pursuant to Section 4.03.A.

The ACO shall maintain, in accordance with Section 16.02, records of all
remuneration paid or received pursuant to the arrangements described in
Section 3.04.G, except that in the case of any arrangements between a
Participant Provider Contracting Entity and an Individual Participant Provider
and any arrangements between a Preferred Provider Contracting Entity and an
Individual Preferred Provider, the ACO shall require the Participant Provider
Contracting Entity or Preferred Provider Contracting Entity, as applicable, to
maintain, in accordance with Section 16.02, records of all remuneration paid
or received pursuant to such arrangements.

CMS provides no opinion on the legality of any contractual or financial
arrangement that the ACO, a Participant Provider, or a Preferred Provider has
proposed, implemented, or documented. The receipt by CMS of any such
documents in the course of the application process or otherwise shall not be
construed as a waiver or modification of any applicable laws, rules, or
regulations, and will not preclude CMS, HHS or its Office of Inspector General, a
law enforcement agency, or any other federal or state agency from enforcing any
and all applicable laws, rules, and regulations.

The ACO shall ensure that any Participant Provider or Preferred Provider that has
been terminated pursuant to Sections 4.01.F or 17.01, or has been removed from
the Participant Provider List or Preferred Provider List pursuant to Section 4.03.B,
as applicable, does not engage in any ACO Activities, Marketing Activities,
Voluntary Alignment Activities, Benefit Enhancements, or Beneficiary
Engagement Incentives after the effective date of such termination.

The ACO may distribute Shared Savings to any individual or entity that was a
Participant Provider or Preferred Provider during the Performance Year for which
the Shared Savings were earned, so long as the individual or entity had not been
terminated pursuant to Sections 4.01.F or 17.01 during that Performance Year.

Availability of Safe Harbor Protection for ACO Financial Arrangements
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CMS has determined that the Federal anti-kickback statute safe harbor for
CMS-sponsored model arrangements (42 CFR § 1001.952(ii)(1)) is
available to protect ACO financial arrangements reasonably related to the
provision of ACO Activities, provided that such arrangements comply
with:

a. Section 3.04.A-E; Section 3.04.1; and, in the case of an
arrangement between a Participant Provider Contracting Entity
and an Individual Participant Provider or an arrangement
between a Preferred Provider Contracting Entity and an
Individual Preferred Provider, the requirement that the
Participant Provider Contracting Entity or Preferred Provider
Contracting Entity, as applicable, maintains, in accordance with
Section 16.02, records of all remuneration paid or received
pursuant to such arrangements;

b. All safe harbor requirements set forth in 42 CFR §1001.952(ii)(1);
and

C. Section 111.C of Appendices E, F, and G, as applied to PCC
Payment Arrangements, APO Payment Arrangements, and TCC
Payment Arrangements, respectively.

For purposes of this Section 3.04.M, an ACO financial arrangement is an
arrangement between or among the ACO, one or more Participant
Providers, one or more Preferred Providers, or a combination thereof.
ACO financial arrangements include, but are not limited to, PCC Payment
Arrangements, APO Payment Arrangements, and TCC Payment
Arrangements, as described in Appendices E, F, and G, respectively, of
the Agreement.

ARTICLE IV Participant Providers and Preferred Providers
Section 4.01 General
A. The ACO shall ensure that each Participant Provider:

1.

Is a Medicare-enrolled provider (as defined at 42 CFR § 400.202) or
supplier (as defined at 42 CFR § 400.202);

Bills for items and services it furnishes to Beneficiaries under a Medicare
billing number assigned to a TIN in accordance with applicable Medicare
regulations;

Is not a Preferred Provider;
Is not a Prohibited Participant;

Has agreed to participate in the Model pursuant to a written arrangement
meeting the requirements of Section 3.04; and

Is identified on the Participant Provider List in accordance with this
Article IV.
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B. The ACO shall ensure that each Preferred Provider:

1. Is a Medicare-enrolled provider (as defined at 42 CFR § 400.202) or
supplier (as defined at 42 CFR § 400.202);

2. Bills for items and services it furnishes to Beneficiaries under a Medicare
billing number assigned to a TIN in accordance with applicable Medicare
regulations;

Is not a Participant Provider;
4, Is not a Prohibited Participant;

Has agreed to participate in the Model pursuant to a written arrangement
meeting the requirements of Section 3.04; and

6. Is identified on the Preferred Provider List in accordance with this Article
V.
C. Participant Providers and Preferred Providers will be included on the Participant
Provider List or Preferred Provider List only upon the prior written approval of
CMS.
D. CMS shall maintain the Participant Provider List and Preferred Provider List in a

manner that permits the ACO to review the lists.

E. The ACO shall maintain current and historical Participant Provider Lists and
Preferred Provider Lists in accordance with Section 16.02.

F. CMS may periodically monitor the program integrity history of the ACO’s
Participant Providers and Preferred Providers. CMS may remove an individual or
entity from the Participant Provider List or Preferred Provider List or subject the
ACO to additional monitoring pursuant to Section 17.01, on the basis of the
results of a Program Integrity Screening or information obtained regarding an
individual’s or entity’s history of program integrity issues, including but not
limited to a Participant Provider’s or Preferred Provider’s licensure status and
ongoing investigations by law enforcement, program integrity, or state licensure
bodies. CMS shall notify the ACO if CMS chooses to remove an individual or
entity from the Participant Provider List or Preferred Provider List, and such
notice shall specify the effective date of removal.

Section 4.02 Participant Provider List and Preferred Provider List for the ACO’s first
Performance Year

A. The parties acknowledge that the ACO submitted to CMS a proposed list of
Participant Providers (“Proposed Participant Provider List”) that:

1. Identified each individual or entity by name, TIN, and individual NPI,
organizational NPI, CCN (if applicable), and Legacy TIN or CCN (if
applicable);

2. Specified the Benefit Enhancements and Beneficiary Engagement
Incentives, if any, in which each individual or entity has agreed to
participate;
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If the ACO selected PCC Payment as its Capitation Payment Mechanism
for the ACQO’s first Performance Year as described in Section 8.01,
identified the applicable PCC Fee Reduction for each individual or entity;

If the ACO selected to participate in the APO for the ACO’s first
Performance Year as described in Section 8.01, identified each individual
or entity that agreed to participate in the APO with the ACO, as well as the
applicable APO Fee Reduction for each such individual or entity.

The parties further acknowledge that the ACO certified that the Proposed
Participant Provider List is a true, accurate, and complete list of individuals and
entities that have agreed to be Participant Providers, subject to CMS approval, at
the start of the ACO’s first Performance Year.

The parties acknowledge that the ACO submitted to CMS a proposed list of
Preferred Providers (“Proposed Preferred Provider List”) that:

1.

Identified each individual or entity by name, TIN, and individual NPI,
organizational NPI, or CCN (if applicable), and Legacy TIN or CCN (if
applicable);

Specified the Benefit Enhancements and Beneficiary Engagement
Incentives, if any, in which each individual or entity agreed to participate;

If the ACO selected TCC Payment as its Capitation Payment Mechanism
for the ACQO’s first Performance Year as described in Section 8.01,
identified each individual or entity that agreed to participate in TCC
Payment with the ACO, as well as the applicable TCC Fee Reduction for
such individual or entity;

If the ACO selected PCC Payment as its Capitation Payment Mechanism
for the ACQO’s first Performance Year as described in Section 8.01,
identified each individual or entity that agreed to participate in PCC
Payment with the ACO, as well as the applicable PCC Fee Reduction for
each such individual or entity;

If the ACO selected to participate in the APO for the ACO’s first
Performance Year as described in Section 8.01, identified each individual
or entity that agreed to participate in the APO with the ACO, as well as the
applicable APO Fee Reduction for each such individual or entity.

The parties further acknowledge that the ACO certified that the Proposed
Preferred Provider List is a true, accurate, and complete list of individuals and
entities that have agreed to be Preferred Providers, subject to CMS approval, at
the start of the ACO’s first Performance Year.

The ACO states that it furnished written notification to each individual or entity
the ACO included on the Proposed Participant Provider List, and that such notice:

1.

Stated the individual or entity and the TIN through which it bills Medicare
will be identified on the Proposed Participant Provider List;
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Stated that participation in the Model may preclude the individual or entity
from participating in the Medicare Shared Savings Program, another
REACH ACO in the Model, the Vermont Medicare ACO Initiative, the
Kidney Care Choices Model, any other Medicare initiative that involves
shared savings, the Primary Care First Model, the Maryland Total Cost of
Care Model, and the Independence at Home Demonstration.

If the ACO selected to participate in TCC Payment for the ACO’s first
Performance Year as described in Section 8.01, stated that the individual’s
or entity’s agreement to participate in TCC Payment and receive the TCC
Fee Reduction, as described in Section 12.02.E, must apply for the full
Performance Year and must be renewed annually prior to the start of each
Performance Year in order for the individual or entity to participate as a
Participant Provider for that Performance Year.

[Reserved]

If the ACO selected to participate in PCC Payment for the ACO’s first
Performance Year, as described in Section 8.01, stated that the
individual’s or entity’s agreement to participate in PCC Payment, as
described in Section 12.02.E, must apply for the full Performance Year
and must be renewed annually prior to the start of each Performance Year
in order for the individual or entity to participate as a Participant Provider
for that Performance Year, and that the individual or entity must select a
PCC Fee Reduction for that Performance Year from within a range
specified by CMS.

If the ACO selected to participate in the APO as described in Section 8.01,
stated that individual’s or entity’s agreement to participate in the APO, as
described in Section 12.02.E, must apply for the full Performance Year
and must be renewed annually prior to the start of each Performance Year
in order for the individual or entity to participate in the APO for that
Performance Year, and that the individual or entity must select an APO
Fee Reduction for that Performance Year from within a range specified by
CMS.

The ACO states that it furnished written notification to each individual or entity
the ACO included on the Proposed Preferred Provider List, and that such notice:

1.

Stated that the individual or entity and the TIN through which it bills
Medicare will be identified on the Proposed Preferred Provider List.

Stated that the individual or entity may agree, as described in Section
12.02.E, to participate in the Capitation Payment Mechanism selected by
the ACO as described in Section 8.01, that the individual’s or entity’s
agreement to participate in the Capitation Payment Mechanism must apply
for the full Performance Year and must be renewed annually prior to the
start of each Performance Year in order for the individual or entity to
participate in the Capitation Payment Mechanism for that Performance
Year, and that the individual or entity must select a TCC Fee Reduction or
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PCC Fee Reduction, as applicable, for that Performance Year from within
a range specified by CMS.

3. If the ACO selected to participate in the APO as described in Section 8.01,
stated that the individual or entity may agree to participate in the APO, as
described in Section 12.02.E, that the individual’s or entity’s agreement to
participate in the APO must apply for the full Performance Year and must
be renewed annually prior to the start of each Performance Year in order
for the individual or entity to participate in the APO for that Performance
Year, and that the individual or entity must select an APO Fee Reduction
for that Performance Year from within a range specified by CMS.

CMS states that it conducted a Program Integrity Screening with respect to each
individual and entity identified on the Proposed Participant Provider List and
Proposed Preferred Provider List and reserved the right to reject any individual or
entity on the Proposed Participant Provider List or Proposed Preferred Provider
List on the basis of the results of this Program Integrity Screening, history of
program integrity issues, or:

1. For any individual or entity on the Proposed Participant Provider List, if
CMS determines that the individual or entity does not satisfy the criteria in
paragraphs (1) through (4) of Section 4.01.A; or

2. For any individual or entity on the Proposed Preferred Provider List, if
CMS determines that the individual or entity does not satisfy the criteria in
paragraphs (1) through (4) of Section 4.01.B.

CMS states that it provided the ACO with a list of individuals and entities that
CMS tentatively approved to be Participant Providers and Preferred Providers
effective on the Start Date.

The ACO states that it had the opportunity to add individuals and entities to its
Proposed Participant Provider List and its Proposed Preferred Provider List. CMS
states that it conducted a Program Integrity Screening for each individual or entity
the ACO proposed to add to its Proposed Participant Provider List and Proposed
Preferred Provider List and reserved the right to reject any individual or entity
proposed for inclusion on the basis of the criteria described in Section 4.02.E.

CMS states that it provided the ACO with revised lists of the individuals and
entities CMS had tentatively approved to be Participant Providers and Preferred
Providers at the start of the ACO’s first Performance Year, to include any
individuals and entities added by the ACO as described in Section 4.02.G that
CMS did not reject on the basis of the criteria described in Section 4.02.E.

The ACO states that, after a review of the lists of tentatively approved Participant
Providers and Preferred Providers, the ACO made any necessary corrections--
including the removal of any individuals or entities that did not agree to
participate in the Model pursuant to a written arrangement that met the
requirements specified in Section 3.04.G, that fail to satisfy the requirements of
Section 4.01.A(1)-(4) or Section 4.01.B(1)-(4), as applicable, or that were
otherwise ineligible to participate in the Model as a Participant Provider or
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Preferred Provider--and confirmed the accuracy of the revised lists. The ACO
states that it removed from its Proposed Participant Provider List any Participant
Provider who did not agree to participate in the ACO’s selected Capitation
Payment Mechanism as described in Section 12.02.E. The ACO states that it
certified that the Proposed Participant Provider List, as revised, is a true, accurate,
and complete list of individuals and entities that agreed to be Participant Providers
at the start of the ACO’s first Performance Year, and that the Proposed Preferred
Provider List, as revised, is a true, accurate, and complete list of the individuals
and entities that agreed to be Preferred Providers at the start of the ACQO’s first
Performance Year. The parties acknowledge that no additions to the Proposed
Participant Provider List or to the Proposed Preferred Provider List were
permitted at this time.

CMS states that it removed the following from the Proposed Participant Provider
List and the Proposed Preferred Provider List: (1) any individuals or entities listed
on the Proposed Participant Provider List that bill under a TIN participating in the
Medicare Shared Savings Program or any other Medicare initiative that involves
shared savings and identifies participants by an entire TIN; (2) any individuals or
entities listed on the Proposed Participant Provider List identified by a TIN/NPI
combination participating in the Kidney Care Choices Model, the Vermont
Medicare ACO Initiative, another REACH ACO in the Model, or any other
Medicare initiative that involves shared savings and identifies participants by a
TIN/NPI combination, except as otherwise specified by CMS; (3) any individuals
or entities identified by a TIN/NPI combination participating in the Maryland
Total Cost of Care Model; and (4) any individuals or entities listed on the
Proposed Participant Provider List identified by a TIN/NPI combination
participating in the Primary Care First Model or the Independence at Home
Demonstration.

CMS states that it provided the ACO with a final Participant Provider List and a
final Preferred Provider List, identifying all individuals and entities that CMS has
approved to be Participant Providers and Preferred Providers (including, as
applicable, information regarding participation in a Capitation Payment
Mechanism, the amount of the TCC Fee Reduction or PCC Fee Reduction agreed
to by the individual or entity, participation in the APO, the amount of the APO
Fee Reduction, Benefit Enhancements, and Beneficiary Engagement Incentives)
effective at the start of the ACO’s first Performance Year.

CMS states that it used the final Participant Provider List described in Section
4.02.K to run Claims-Based Alignment for the ACO’s first Performance Year.
Any individual or entity that is removed from or added to the Participant Provider
List after CMS provides the ACO with such final Participant Provider List will
not affect Claims-Based Alignment for the ACO’s first Performance Year.

The ACO shall update the Participant Provider List and Preferred Provider List in
accordance with Section 4.03 for updates that occur during the Performance Year
and in accordance with Section 4.04 for updates made in advance of a subsequent
Performance Year.
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Section 4.03 Updating Lists during a Performance Year

A

Additions to the Participant Provider List or Preferred Provider List

If the ACO wishes to add an individual or entity to the Participant Provider List or
Preferred Provider List, effective on a date other than the first day of a
Performance Year (“During a Performance Year”), it shall submit a request to
add the individual or entity to CMS in a form and manner specified by CMS and
in accordance with the notification schedule provided by CMS (“List Addition
and Removal Schedule™). The ACO shall not add an individual or entity to the
Participant Provider List or Preferred Provider List during a Performance Year
without prior written approval from CMS. CMS may accept additions during a
Performance Year only under the following circumstances:

1.

The request is submitted to CMS at least 30 Days before the first day of
the month in which the addition would take effect, or such other period of
time as specified by CMS in writing.

In the case of a proposal to add a physician or non-physician practitioner
to the Participant Provider List, the ACO submits a certification to CMS in
a form and manner specified by CMS as to one of the following:

a.

That the individual (1) currently bills for items and services he or
she furnishes to Beneficiaries under a Medicare billing number
assigned to the TIN of an entity that is currently a Participant
Provider, and (2) did not bill for such items and services under the
TIN of the same Participant Provider at the time the ACO
submitted updates to its Proposed Participant Provider List
described in Section 4.02.G or submitted its most recent Proposed
Revised Participant Provider List pursuant to Section 4.04.A,
whichever is applicable to the Performance Year in which the
addition would take effect;

That the individual (1) currently bills for items and services he or
she furnishes to Beneficiaries under a billing number assigned to a
TIN that is now under the control of the ACO or an entity that is
currently a Participant Provider as a result of a merger or
acquisition by the ACO or Participant Provider, and (2) the
individual’s billing number was not assigned to a TIN that was
under the control of the ACO or Participant Provider at the time
the ACO submitted updates to its Proposed Participant Provider
List described in Section 4.02.G or submitted its most recent
Proposed Revised Participant Provider List pursuant to Section
4.04.A, whichever is applicable to the Performance Year in which
the addition would take effect;

That the ACO included the individual on the most recent Proposed
Participant Provider List described in Section 4.02.G or the most
recent Proposed Revised Participant Provider List described in
Section 4.04.A.1, whichever is applicable to the Performance Year
in which the addition would take effect, that CMS removed the
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individual from the Proposed Participant Provider List on the basis
of overlapping participation with another model or other Medicare
initiative pursuant to Section 4.02.J or Section 4.04.B.6, as
applicable, and that the individual is no longer participating in the
model or other Medicare initiative described in Section 4.02.J or
Section 4.04.B.6, as applicable; or.

d. Beginning Performance Year 2023, that the ACO included the
individual identified on the most recent Proposed Participant
Provider List described in Section 4.02.G or the most recent
Proposed Revised Participant Provider List described in Section
4.04.A.1, as is applicable to the Performance Year in which the
addition would take effect, that CMS removed the individual from
the Proposed Participant Provider List for not being enrolled in
Medicare, and that the individual is now enrolled in Medicare.

In the case of a proposal to add a physician or non-physician practitioner
to the Participant Provider List under the circumstances described in
Section 4.03.A.2(b), the ACO shall provide CMS with documentation of
the relevant merger or acquisition, upon request. CMS reserves the right
to reject the addition of the physician or non-physician practitioner to the
Participant Provider List if CMS determines that the ACO purposefully
delayed adding the individual to the Participant Provider List in an effort
to alter the population of Beneficiaries aligned to the ACO for the
Performance Year via Claims-Based Alignment.

By requesting to add an individual or entity to the Participant Provider List
or the Preferred Provider List, the ACO certifies that it:

a. Has a fully executed written arrangement with the individual or
entity it wishes to add to the Participant Provider List or the
Preferred Provider List that meets the requirements of Section
3.04.G.1 through Section 3.04.G.16, or has a fully executed written
arrangement with a Participant Provider Contracting Entity on
behalf of the individual it wishes to add to the Participant Provider
List that satisfies the requirements of Section 3.04.G.17, or has a
fully executed written arrangement with a Preferred Provider
Contracting Entity on behalf of the individual it wishes to add to
the Preferred Provider List that satisfies the requirements of
Section 3.04.G.18, as applicable;

b. Has furnished a written notice to each proposed Participant
Provider and Preferred Provider that is a physician or non-
physician practitioner and to the executive of the TIN through
which such individual bills Medicare indicating that the ACO has
proposed to add such individual to the Participant Provider List or
Preferred Provider List, as applicable; and

C. In the case of a request to add an individual or entity to the
Participant Provider List or the Preferred Provider List, that the
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ACO has furnished a written notice to the executive of each TIN
through which such individual or entity bills Medicare indicating
that the ACO has proposed to add such individual or entity to the
Participant Provider List or Preferred Provider List, as applicable,
identifying by name and NPI each individual or entity who is
identified on the request for addition as billing through the TIN.

CMS may reject a request to add an individual or entity to the Participant
Provider List if the individual or entity fails to satisfy the requirements of
paragraphs (1) through (5) of Section 4.01.A, on the basis of information
obtained from a Program Integrity Screening or history of program
integrity issues, or as authorized under Section 4.03.A.9. If CMS
approves the request, the individual or entity will be added to the
Participant Provider List effective on the first day of the following month,
or at such other time specified by CMS.

CMS may reject a request to add an individual or entity to the Preferred
Provider List if the individual or entity fails to satisfy the requirements of
paragraphs (1) through (5) of Section 4.01.B, on the basis of information
obtained through a Program Integrity Screening or history of program
integrity issues, or as authorized under Section 4.03.A.9. If CMS
approves the request, the individual or entity will be added to the Preferred
Provider List effective on the first day of the following month, or at such
other time specified by CMS.

Any individual or entity added to the Participant Provider List pursuant to
this Section 4.03.A will not affect Claims-Based Alignment for the
Performance Year in which the Participant Provider is added.

Any individual or entity added to the Participant Provider List or Preferred
Provider List pursuant to this Section 4.03.A will not be able to participate
in the ACO’s selected Capitation Payment Mechanism or, if applicable,
the APO for the Performance Year in which the individual or entity is
added. Any individual or entity added to the Participant Provider List or
Preferred Provider List pursuant to this Section 4.03.A may participate in
any Benefit Enhancements and Beneficiary Engagement Incentives for
which the ACO has a CMS-approved Implementation Plan, as required by
Section 10.01.B, as long as the ACO specifies the Benefit Enhancements
and Beneficiary Engagement Incentives in which the individual or entity
will participate on the Participant Provider List or Preferred Provider List.

For Performance Year 2023 and each subsequent Performance Year, CMS
will reject a request to add the following to the Participant Provider List
and the Preferred Provider List: (1) any individuals or entities listed on the
Participant Provider List that bill under a TIN participating in the
Medicare Shared Savings Program or any other Medicare initiative that
involves shared savings and identifies participants by an entire TIN; (2)
any individuals or entities listed on the Participant Provider List identified
by a TIN/NPI combination participating in the Kidney Care Choices
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Model, the Vermont Medicare ACO Initiative, another REACH ACO in
the Model, or any other Medicare initiative that involves shared savings
and identifies participants by a TIN/NPI combination, except as otherwise
specified by CMS; (3) any individuals or entities identified by a TIN/NPI
combination participating in the Maryland Total Cost of Care Model; and
(4) any individuals or entities listed on the Participant Provider List
identified by a TIN/NPI combination participating in the Primary Care
First Model or the Independence at Home Demonstration.

B. Removals from the Participant Provider List or Preferred Provider List

1.

General. In aform and manner specified by CMS, except as otherwise
specified in Section 4.03.B.2, the ACO shall provide advance notice to
CMS in accordance with the List Addition and Removal Schedule before
an individual or entity ceases to be a Participant Provider or Preferred
Provider. The notice must include the date on which the individual or
entity will cease to be a Participant Provider or Preferred Provider and the
basis for removal (i.e., the requirements of Section 4.01.A or Section
4.01.B, as applicable, that the individual or entity no longer satisfies).

a. The removal of the individual or entity from the Participant
Provider List or Preferred Provider List will be effective on the
date the individual or entity ceases to meet the requirements of
Section 4.01.A(1)-(5) or Section 4.01.B(1)-(5), as applicable,
except as specified in Section 4.03.B.1(b).

b. For purposes of furnishing Benefit Enhancements and participating
in the ACO’s selected Capitation Payment Mechanism, the
removal of an individual or entity from the Participant Provider
List or Preferred Provider List will be effective on the last day of
the month the individual or entity ceases to meet the requirements
of Section 4.01.A(1)-(5) or Section 4.01.B(1)-(5), as applicable.

Loss of Eligibility for Medicare Payment. If an individual or entity on the
Participant Provider List or Preferred Provider List becomes ineligible to
receive payment from Medicare, the ACO shall notify CMS, in a form and
manner specified by CMS, within 15 Days of receiving notice of such
ineligibility. The removal of the individual or entity from the Participant
Provider List or Preferred Provider List pursuant to this Section 4.03.B.2
will be effective as of the date the individual or entity lost eligibility to
receive payment from Medicare.

C. Updating Enrollment Information.

1.

The ACO shall ensure that Participant Providers and Preferred Providers
report to CMS, consistent with 42 CFR 8 424.516, all changes to
enrollment information, including changes to reassignment of the right to
receive Medicare payment.
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The ACO shall update the Participant Provider List and Preferred Provider
List to reflect the relevant changes in Medicare enrollment information for
individuals and entities identified on such lists.

In the event the ACO is unable to update the Participant Provider List or
Preferred Provider List as required by Section 4.03.C.2, such as during
certain reorganizations of a Participant Provider or Preferred Provider in
which Medicare enrollment is delayed, CMS may update the Participant
Provider List or Preferred Provider List, as necessary, if CMS determines
the update is necessary to protect the integrity of the Model’s financial
calculations with respect to the ACO.

Updating Benefit Enhancement Selections. In a form and manner and by the
date(s) specified by CMS, the ACO may update its Participant Provider List and
Preferred Provider List to identify each individual and entity who has agreed to
participate in the 3-Day SNF Rule Waiver Benefit Enhancement and the Nurse
Practitioner and Physician Assistant Services Benefit Enhancement for
Performance Year 2023 and each subsequent Performance Year.

Section 4.04 Annual Updates to the Participant Provider List and Preferred Provider List

A

Proposed Revised Participant Provider List and Proposed Revised Preferred

Provider List
1.

Prior to the end of each Performance Year, unless otherwise instructed by
CMS, the ACO shall submit to CMS by a date and in a form and manner
specified by CMS, proposed additions, removals, or other revisions to the
current Participant Provider List and the current Preferred Provider List to
take effect on the first day of the subsequent Performance Year, such that
the lists, as revised, identify each individual or entity that the ACO expects
to participate in the Model as a Participant Provider or Preferred Provider
effective at the start of the next Performance Year (“Proposed Revised
Participant Provider List” and “Proposed Revised Preferred Provider
List,” respectively).

In a form and manner and by one or more dates specified by CMS, the
ACO shall identify the following with respect to each individual and entity
identified on the Proposed Revised Participant Provider List and the
Proposed Revised Preferred Provider List:

a. Name, TIN, and individual NP1, organizational NPI, CCN (if
applicable), and Legacy TIN or CCN (if applicable).

b. Any Benefit Enhancements and Beneficiary Engagement
Incentives in which each individual or entity has agreed to
participate.

C. If the ACO selected PCC Payment as its Capitation Payment
Mechanism:

37



3.

I. The applicable PCC Fee Reduction for each individual or
entity on the Proposed Revised Participant Provider List;
and

ii. The individuals and entities on the Proposed Revised
Preferred Provider List who have agreed to participate in
PCC Payment with the ACO, as well as the applicable PCC
Fee Reduction for each such individual or entity.

d. If the ACO selected to participate in the APO, any individuals or
entities who have agreed to participate in the APO with the ACO,
as well as the applicable APO Fee Reduction for each such
individual and entity.

e. If the ACO selected TCC Payment as its Capitation Payment
Mechanism, the individuals and entities on the Proposed Revised
Preferred Provider List who have agreed to participate in TCC
Payment with the ACO, as well as the applicable TCC Fee
Reduction for each individual or entity on the Proposed Revised
Preferred Provider List.

The ACO shall provide notices to those individuals and entities identified on
the Proposed Revised Participant Provider List and the Proposed Revised
Preferred Provider List, and to the executive of any TIN through which such
individuals or entities bill Medicare, in accordance with Section 4.05.

B. Review, Certification, and Finalization of the Participant Provider List and

Preferred Provider List

1.

CMS shall conduct a Program Integrity Screening for each individual and
entity on the Proposed Revised Participant Provider List and the Proposed
Revised Preferred Provider List.

CMS may reject any individual or entity on a Proposed Revised
Participant Provider List or a Proposed Revised Preferred Provider List on
the basis of the results of the Program Integrity Screening, history of
program integrity issues, or:

a. For any individual or entity on a Proposed Revised Participant
Provider List, if CMS determines that the individual or entity does
not satisfy the criteria in paragraphs (1) through (4) of Section
4,01.A; or

b. For any individual or entity on a Proposed Revised Preferred
Provider List, if CMS determines that the individual or entity does
not satisfy the criteria in paragraphs (1) through (4) of Section
4.01.B.

CMS will provide the ACO with a list of individuals and entities
tentatively approved to be Participant Providers and Preferred Providers at
the start of the subsequent Performance Year.
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In a form and manner and by a date specified by CMS, the ACO shall after
a review of the lists of tentatively approved Participant Providers and
Preferred Providers, confirm the accuracy of the revised Proposed Revised
Participant Provider List and the revised Proposed Revised Preferred
Provider List with any necessary corrections, including the removal of any
individuals and entities that:

a. Have not agreed to participate in the Model during the subsequent
Performance Year pursuant to a written arrangement meeting the
requirements of Section 3.04.G;

b. Fail to meet the requirements of paragraphs (1) through (4) of
Section 4.01.A or Section 4.01.B, as applicable

C. Are otherwise ineligible to participate in the Model as a Participant
Provider or Preferred Provider, as applicable; or

d. Are identified as a Participant Provider and have not agreed to
participate in the ACQO’s selected Capitation Payment Mechanism
with the ACO in accordance with Section 12.02.E.

No additions to the Proposed Revised Participant Provider List or the
Proposed Revised Preferred Provider List are permitted at this time.

In a form and manner and by one or more dates specified by CMS, the
ACO shall certify:

a. That the revised Proposed Revised Participant Provider List and
the revised Proposed Revised Preferred Provider List are each a
true, accurate, and complete list of individuals and entities that
have agreed to be Participant Providers or Preferred Providers, as
applicable, subject to CMS approval, during the subsequent
Performance Year;

b. That each individual and entity on the revised Proposed Revised
Participant Provider List and the revised Proposed Revised
Preferred Provider List meets the requirements of paragraphs (1)
through (4) of Section 4.01.A or Section 4.01.B, as applicable;

C. That, for every individual and entity included on the revised
Proposed Revised Participant Provider List and the revised
Proposed Revised Preferred Provider List, the ACO has either:

I. Entered into a fully executed written arrangement with the
individual or entity meeting the requirements of Sections
3.04.G.1 through 3.04.G.16; or

ii. Entered into a fully executed written arrangement with a
Participant Provider Contracting Entity or Preferred
Provider Contracting Entity that satisfies the requirements
of Section 3.04.G.17 or Section 3.04.G.18, as applicable;
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d. That each individual and entity listed on the revised Proposed
Revised Participant Provider List and the revised Proposed
Revised Preferred Provider List as participating in the ACO’s
selected Capitation Payment Mechanism and, if selected by the
ACO, the APO, has agreed to participate in the Capitation Payment
Mechanism and, if applicable, the APO for the full Performance
Year; and

e. That the revised Proposed Revised Participant Provider List and
the revised Proposed Revised Preferred Provider List include true,
accurate, and complete information regarding the following:
participation in the ACO’s selected Capitation Payment
Mechanism, the amount of the PCC Fee Reduction or TCC Fee
Reduction, participation in the APO, the amount of the APO Fee
Reduction, Benefit Enhancements, and Beneficiary Engagement
Incentives, as applicable, effective at the start of the subsequent
Performance Year.

CMS may reject any individual or entity on the revised Proposed Revised
Participant Provider List or revised Proposed Revised Preferred Provider
List on the basis of the results of a Program Integrity Screening, history of
program integrity issues, or consistent with the requirements of Section
4.06 and Appendix R of the Agreement if CMS determines that: (1) the
individual or entity listed on the Proposed Revised Participant Provider
List bills under a TIN participating in the Medicare Shared Savings
Program or any other Medicare initiative that involves shared savings and
identifies participants by an entire TIN; (2) the individual or entity listed
on the Proposed Revised Participant Provider List is identified by a
TIN/NPI combination participating in the Vermont Medicare ACO
Initiative, Kidney Care Choices Model, another REACH ACO in the
Model, or any other Medicare initiative that involves shared savings and
identifies participants by a TIN/NPI combination, except as otherwise
specified by CMS; (3) the individual or entity is identified by a TIN/NPI
combination participating in the Maryland Total Cost of Care Model; or
(4) the individual or entity listed on the Proposed Revised Participant
Provider List is identified by a TIN/NPI combination participating in the
Primary Care First Model or the Independence at Home Demonstration.

CMS will provide a final Participant Provider List and final Preferred
Provider List identifying all individuals and entities that CMS has
approved to be Participant Providers and Preferred Providers (including,
as applicable, information regarding participation in the ACO’s selected
Capitation Payment Mechanism, the amount of the PCC Fee Reduction or
TCC Fee Reduction, participation in the APO, the amount of the APO Fee
Reduction, Benefit Enhancements, and Beneficiary Engagement
Incentives, as applicable) effective at the start of the next Performance
Year. CMS will use the final Participant Provider List to run Claims-
Based Alignment for the Performance Year in which the final Participant
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Provider List will take effect. Any individual or entity that is removed
from or added to the Participant Provider List after CMS provides the
ACO with the final Participant Provider List will not affect Claims-Based
Alignment for the Performance Year in which the final Participant
Provider List will take effect.

Section 4.05 ACO Notices to Proposed Participant Providers, Proposed Preferred
Providers, and TINs

A

ACO Notice to Proposed Participant Providers. By a date specified by CMS, the
ACO shall furnish written notification to each individual or entity the ACO
wishes to include on the Proposed Revised Participant Provider List. Such notice
shall:

1. State that the individual or entity and the TIN through which it bills
Medicare will be identified on the Proposed Revised Participant Provider
List.

2. State that participation in the Model may preclude the individual or entity
from participating in the Medicare Shared Savings Program, another
REACH ACO in the Model, the Vermont Medicare ACO Initiative, the
Kidney Care Choices Model, any other Medicare initiative that involves
shared savings (except as otherwise specified by CMS), the Primary Care
First Model, the Maryland Total Cost of Care Model, and the
Independence at Home Demonstration.

3. If the ACO has selected to participate in TCC Payment for the
Performance Year as described in Section 8.01, state that the individual or
entity must agree to participate in TCC Payment in accordance with the
requirements of Section 12.02.E for the full Performance Year in order for
the individual or entity to participate as a Participant Provider for that
Performance Year, and that the individual’s or entity’s agreement to
participate in TCC Payment must be renewed annually prior to the start of
the next Performance Year in order for the individual or entity to
participate as a Participant Provider for that Performance Year.

4. If the ACO has selected to participate in PCC Payment as described in
Section 8.01, state that the individual or entity must agree to participate in
PCC Payment in accordance with the requirements of Section 12.02.E for
the full Performance Year and select its PCC Fee Reduction Percentage in
accordance with Section 12.02.E prior to the start of the Performance Year
in order for the individual or entity to participate as a Participant Provider
for that Performance Year, and that the individual’s or entity’s agreement
to participate in PCC Payment must be renewed annually prior to the start
of the next Performance Year in order for the individual or entity to
participate as a Participant Provider for that Performance Year.

5. If the ACO has selected to participate in the APO as described in Section
8.01, state that the individual or entity may agree to participate in the APO
in accordance with the requirements of Section 12.02.E, in which case the
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individual or entity must select its APO Fee Reduction percentage in
accordance with Section 12.02.E prior to the start of the Performance
Year, and that the individual’s or entity’s agreement to participate in the
APO must apply for the full Performance Year and must be renewed
annually prior to the start of the next Performance Year in order for the
individual or entity to participate in the APO for that Performance Year.

ACO Notice to Proposed Preferred Providers. By a date specified by CMS, the

ACO shall furnish written notification to each individual or entity the ACO
wishes to include on the Proposed Revised Preferred Provider List. Such notice

shall:
1.

State that the individual or entity and the TIN through which it bills
Medicare will be identified on the Proposed Revised Preferred Provider
List.

State that the individual or entity may agree to participate in the Capitation
Payment Mechanism selected by the ACO in accordance with Section
12.02.E, in which case the individual or entity must select its PCC Fee
Reduction or TCC Fee Reduction, as applicable, in accordance with the
requirements of Section 12.02.E prior to the start of the Performance Year,
and that the individual’s or entity’s agreement to participate in the
Capitation Payment Mechanism must apply for the full Performance Year
and must be renewed annually prior to the start of the next Performance
Year in order for the individual or entity to participate in the Capitation
Payment Mechanism for that Performance Year.

If the ACO has selected to participate in the APO as described in Section
8.01, state that the individual or entity may agree in accordance with the
requirements of Section 12.02.E to participate in the APO, in which case
the individual or entity must select its APO Fee Reduction in accordance
with the requirements of Section 12.02.E prior to the start of the
Performance Year, and that the individual’s or entity’s agreement to
participate in the APO must apply for the full Performance Year and must
be renewed annually prior to the start of the next Performance Year in
order for the individual or entity to participate in the APO for that
Performance Year.

State that a Preferred Provider’s participation in the ACO may preclude
the individual or entity from participating in the Maryland Total Cost of
Care Model.

ACO Notice to TINs. By a date specified by CMS, the ACO shall furnish written

notification to the executive of any TIN through which an individual or entity on
the Proposed Revised Participant Provider List or Proposed Revised Preferred
Provider List bills Medicare. Such notification must:

1.

Include a list identifying by name and NP1 each individual or entity that
will be identified on the ACQO’s Proposed Revised Participant Provider
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List or Proposed Revised Preferred Provider List as billing through the
entity’s TIN; and

2. Inform the executive of the TIN that a Participant Provider’s participation

in the ACO may preclude the entire TIN from participating in the
Medicare Shared Savings Program and any other Medicare initiative that
involves shared savings and identifies participants by an entire TIN.

3. Inform the executive of the TIN that a Participant Provider’s participation

in the ACO may preclude the TIN/NPI combination associated with that
individual or entity from participating in the Kidney Care Choices Model,
Vermont Medicare ACO Initiative, another REACH ACO in the Model,
any other Medicare initiative that involves shared savings and identifies
participants by a TIN/NPI combination (except as otherwise specified by
CMS), the Maryland Total Cost of Care Model, Primary Care First Model,
and the Independence at Home Demonstration.

4, Inform the executive of the TIN that a Preferred Provider’s participation in
the ACO may preclude the TIN/NPI combination associated with that
individual or entity from participating in the Maryland Total Cost of Care
Model.

Section 4.06 Non-Duplication and Exclusivity of Participation

A

The ACO may not participate in any other Medicare shared savings initiatives,
except as otherwise specified by CMS, as described in Appendix R.

CMS waives the non-duplication requirements under section 1899(b)(4)(A) of the
Act and in the implementing regulations at 42 CFR § 425.114(a) and (b)
regarding participation in a model tested under section 1115A of the Act that
involves shared savings as they apply to Preferred Providers, subject to the
conditions and requirements set forth in Appendix R.

The ACO shall require its Participant Providers and Preferred Providers to
comply with Appendix R. The ACO shall not include on its Participant Provider
List or its Preferred Provider List any Participant Provider or Preferred Provider
that does not comply with the participation overlap provisions set forth in
Appendix R.

ARTICLE V Beneficiary Alignment, Beneficiary Engagement, and Beneficiary Protections

Section 5.01 Beneficiary Alignment

A.

CMS shall, according to the methodology set forth in Appendix A and the
precedence rules described in Section 5.01.C, use both Voluntary Alignment and
Claims-Based Alignment to align Beneficiaries to the ACO for each Performance
Year.

CMS will align Beneficiaries to the ACO prospectively, prior to the start of each
Performance Year, except as described in Section IV.C of Appendix A. If the
ACO selects Prospective Plus Alignment as the ACO’s Alignment Methodology
for a Performance Year as described in Section 8.01, CMS will also align
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Beneficiaries to the ACO using Voluntary Alignment prior to the start of the
second through fourth calendar quarters of the Performance Year as described in
Section 5.02.B using MVA and, if the ACO selects to participate in SVA for the
Performance Year as described in Section 8.01 and submits an SVA List for the
relevant quarter as described in Appendix C, using SVA.

Precedence Rules

1.

CMS shall establish precedence rules to govern the order in which
Beneficiary alignment is conducted across Claims-Based Alignment,
SVA, and MVA under the Model. CMS will not align a Beneficiary to the
ACO for the Performance Year if the Beneficiary is aligned, assigned, or
attributed to an entity participating in another shared savings initiative, or
an entity in another model currently tested under the authority of section
1115A of the Act for which beneficiary overlap with the Model is
prohibited for the Performance Year, except as otherwise specified by
CMS.

Under the precedence rules described in this Section 5.01.C, the most
recent Valid Designation (as described in Section 5.02.A) of a Participant
Provider as a Beneficiary’s primary clinician, main doctor, main provider,
and/or the main place they receive care (whether through MVA or SVA)
will take precedence over any prior designations and over any invalid
designations, and Voluntary Alignment will take precedence over Claims-
Based Alignment. In addition, a Beneficiary who has designated a
provider or supplier that is not a Participant Provider as her or his primary
clinician through Voluntary Alignment will not be aligned to the ACO if
the designation is the most recent Valid Designation made by the
Beneficiary.

The parties acknowledge that CMS notified the ACO of the precedence
rules that apply to Beneficiary alignment in advance of the ACQO’s first
Performance Year. CMS will notify the ACO of any changes to the
precedence rules that will apply to Beneficiary alignment for each
subsequent Performance Year prior to the start of that Performance Year.

Section 5.02 Voluntary Alignment

A

Valid Designation. A designation of a Participant Provider as a Beneficiary’s

primary clinician, main doctor, main provider, and/or the main place they receive
care (whether through MVA or SVA) is valid for a Performance Year, if either:
(1) the designation was made no earlier than two years before the start of that
Performance Year; or (2) the Participant Provider designated by the Beneficiary
has submitted a claim for a PQEM Service furnished to the Beneficiary during the
period that began 25 months before the start of that Performance Year and ends 1
month before the start of that Performance Year (“Valid Designation™).

Prospective Plus Alignment. If the ACO has selected Prospective Plus Alignment

as the ACO’s Alignment Methodology for a Performance Year as described in
Section 8.01:
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1. CMS will align a Beneficiary to the ACO via Voluntary Alignment prior
to the start of the second through fourth calendar quarters of the
Performance Year, to take effect on a date specified by CMS, if
a. The Beneficiary has completed a Valid Designation through MVA

by a date specified by CMS, or the ACO has submitted to CMS a
Valid Designation made by the Beneficiary through SVA by a date
and in a manner determined by CMS;

b. The Beneficiary is not aligned, assigned, or attributed to another
REACH ACO (except as otherwise specified by CMS), an entity
participating in another shared savings initiative, or an entity in
another model currently tested under the authority of section
1115A of the Act for which beneficiary overlap with the Model is
prohibited for the Performance Year; and

C. The Beneficiary is otherwise eligible for alignment to the ACO.

2. CMS will use Prospective Plus Alignment to calculate quarterly updates to
the ACO’s Performance Year Benchmark and to determine the amount of
the PCC Payment, TCC Payment, or APO payment the ACO will receive
from CMS for each month of the applicable calendar quarter.

C. Influencing or Attempting to Influence the Beneficiary

1. The ACO shall not, and shall require its Participant Providers, Preferred
Providers, and other individuals or entities performing functions or
services related to ACO Activities or Marketing Activities to not, directly
or indirectly, commit any act or omission, nor adopt any policy, that
coerces or otherwise influences a Beneficiary’s decision to complete or
not complete a Voluntary Alignment Form or a MyMedicare.gov,
Medicare.gov, or any successor site designation, including but not limited
to the following:

a. Completing a Voluntary Alignment Form on behalf of the
Beneficiary;

b. Designating a primary clinician on MyMedicare.gov,
Medicare.gov, or any successor site on behalf of the Beneficiary;

C. Including the Voluntary Alignment Form and instructions with any
other materials or forms, including but not limited to materials
requiring the signature of the Beneficiary; and

d. Withholding or threatening to withhold medical services or
limiting or threatening to limit access to care.

2. The ACO may instruct its Participant Providers and Preferred Providers to

answer questions from Beneficiaries regarding Voluntary Alignment, but
must prohibit Participant Providers and Preferred Providers from
completing a Voluntary Alignment Form or designating a clinician on
MyMedicare.gov, Medicare.gov, or any successor site on behalf of the
Beneficiary.
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D.

The ACO shall require its Participant Providers and Preferred Providers to
instruct Beneficiaries to call the ACO for questions about how to make
changes to a Voluntary Alignment Form or how to designate a primary
clinician on MyMedicare.gov, Medicare.gov, or any successor site.

CMS will provide the ACO with information on how a Beneficiary may
designate a clinician on MyMedicare.gov, Medicare.gov, or any successor
site as his or her primary clinician for purposes of MVA. If the ACO, a
Participant Provider, or a Preferred Provider chooses to share this
information with Beneficiaries, the sharing of this information would be
considered a Voluntary Alignment Activity subject to the requirements of
Section 5.04.

Failure to comply with the requirements of this Article V and, if the ACO
has selected to participate in SVA, the requirements of Appendix C of the
Agreement, may result in retroactive reversal of any alignment of
Beneficiaries to the ACO that occurred solely pursuant to VVoluntary
Alignment, to include via Prospective Plus Alignment.

SVA. Appendix C shall apply to the Agreement if the ACO selects to participate
in SVA during the Performance Year as described in Section 8.01.

Section 5.03  Alignment Minimum

If the ACO is a Standard ACO, the ACO shall maintain an aligned population of
at least 5,000 REACH Beneficiaries each Performance Year. If the ACO isa
Standard ACO, the ACO shall maintain at least 3,000 Beneficiaries that would
have been aligned to the ACO via Claims-Based Alignment for Base Year One,
Base Year Two, or Base Year Three (as defined in Appendix A) for Performance
Year 2022 and each subsequent Performance Year.

If the ACO is a New Entrant ACO, the ACO shall maintain an aligned population
of REACH Beneficiaries consistent with the following:

A

1.

2.
3.
4

For Performance Year 2022, at least 1,000 REACH Beneficiaries;
For Performance Year 2023, at least 2,000 REACH Beneficiaries;
For Performance Year 2024, at least 3,000 REACH Beneficiaries;

For Performance Year 2025, at least 4,000 REACH Beneficiaries, and at
least 3,000 of these REACH Beneficiaries must be aligned to the ACO via
Claims-Based Alignment; and

For Performance Year 2026, at least 5,000 REACH Beneficiaries, and at
least 3,000 of these REACH Beneficiaries must be aligned to the ACO via
Claims-Based Alignment.

For Performance Years 2022 through 2024, if more than 3,000 Beneficiaries are
aligned to the ACO via Claims-Based Alignment for Base Year One, Base Year
Two, or Base Year Three (as defined in Appendix A), CMS will offer the ACO
the opportunity to participate in the Model as a Standard ACO starting in the
Performance Year in which the 3,000 threshold is exceeded. If the ACO accepts
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Section 5.04
A.

such offer, the ACO will be subject to the alignment minimum described in
Section 5.03.A and the Performance Year Benchmark methodology for Standard
ACOs described in Section | of Appendix B for each subsequent Performance
Year.

If the ACO is a High Needs Population ACO, the ACO shall maintain an aligned
population of REACH Beneficiaries consistent with the following:

1 For Performance Year 2022, at least 250 REACH Beneficiaries;

2. For Performance Year 2023, at least 500 REACH Beneficiaries;

3. For Performance Year 2024, at least 750 REACH Beneficiaries;

4 For Performance Year 2025, at least 1,000 REACH Beneficiaries; and
5 For Performance Year 2026, at least 1,250 REACH Beneficiaries.

For Performance Years 2022 through 2024, if more than 3,000 Beneficiaries are
aligned to the ACO via Claims-Based Alignment for Base Year One, Base Year
Two, or Base Year Three (as defined in Appendix A) CMS will calculate the
Performance Year Benchmark based in part on the Performance Year Benchmark
methodology for Beneficiaries aligned via Claims-Based Alignment to Standard
ACOs, as described in Section I11.D of Appendix B, starting in the Performance
Year in which the 3,000 threshold is exceeded.

If the ACO’s aligned population falls below the applicable minimum when
alignment is first performed for a Performance Year, CMS may take remedial
action or may terminate the Agreement or Agreement Performance Period
pursuant to Article XVII.

For Performance Year 2024 and each subsequent Performance Year, if the ACO’s
aligned population is less than the applicable minimum, but equal to 90 percent or
more of the applicable minimum when alignment is first performed for the
Performance Year, CMS will waive the applicable minimum for the remainder of
the Performance Year. CMS will waive the applicable minimum under this
paragraph once during the Model Performance Period.

Marketing Activities and Marketing Materials

The ACO shall conduct, and shall require its Participant Providers, Preferred
Providers, and other individuals or entities performing functions or services
related to ACO Activities or Marketing Activities, to conduct Marketing
Activities, including Voluntary Alignment Activities, only in accordance with this
Article V and, if the ACO has selected to participate in SVA, Appendix C of the
Agreement.

The ACO shall submit to CMS, in a form and manner and by a date specified by
CMS, a plan for implementing the Marketing Activities described in the
Agreement (“Marketing Plan”). CMS shall use reasonable efforts to approve or
reject a Marketing Plan by the Start Date.

If CMS determines that the ACQO’s proposed Marketing Plan does not satisfy the
applicable requirements of the Agreement, including the Appendices hereto, or is
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likely to result in program integrity concerns, CMS may reject (or require the
amendment of) the ACO’s Marketing Plan at any time, including after the Start
Date. If CMS rejects the ACO’s Marketing Plan, the ACO shall not, and shall
require its Participant Providers, Preferred Providers, and other individuals or
entities performing functions or services related to ACO Activities or Marketing
Activities, not to, conduct Marketing Activities. If CMS determines that any
amendments to the ACO’s Marketing Plan described in Section 5.04.E do not
satisfy the applicable requirements of the Agreement, including the Appendices
hereto, or is likely to result in program integrity concerns, CMS may reject the
amendment at any time. If CMS rejects any amendment described in Section
5.04.E, the ACO shall not, and shall require its Participant Providers, Preferred
Providers, and other individuals or entities performing functions or services
related to ACO Activities or Marketing Activities, not to, implement any material
changes to the ACO’s Marketing Plan described in the amendment that has been
rejected in writing by CMS. The ACO shall not, and shall require its Participant
Providers, Preferred Providers, and other individuals or entities performing
functions or services related to ACO Activities or Marketing Activities, not to,
conduct Marketing Activities outside the scope of the Marketing Plan including, if
applicable, any material changes to the ACO’s Marketing Plan described in a
CMS-approved amendment.

Unless the ACO participated in the Model during the Implementation Period, the
ACO shall not conduct, and shall prohibit its Participant Providers, Preferred
Providers, and other individuals or entities performing functions or services
related to ACO Activities or Marketing Activities, from conducting Marketing
Activities before the Start Date, or such other date specified by CMS.

If the ACO wishes to make any material changes to the ACO’s Marketing Plan,
the ACO shall submit to CMS, in a form and manner specified by CMS, an
amendment to the Marketing Plan describing the material changes the ACO
proposes to make to the ACO’s Marketing Plan. An amendment to the ACQO’s
Marketing Plan shall be deemed approved 10 business days after submission,
unless rejected in writing by CMS.

In conducting Marketing Activities, the ACO shall not, and shall require its
Participant Providers, Preferred Providers, and other individuals or entities
performing functions or services related to ACO Activities or Marketing
Activities, not to, discriminate or selectively target Beneficiaries based on race,
ethnicity, national origin, religion, gender, sex, age, mental or physical disability,
health status, receipt of health care, claims experience, medical history, genetic
information, evidence of insurability, geographic location, or income. In
conducting Marketing Activities, the ACO shall not, and shall require its
Participant Providers, Preferred Providers, and other individuals or entities
performing functions or services related to ACO Activities or Marketing
Activities, not to, conduct communication or Marketing Activities targeted to
Beneficiaries enrolled in Medicare Advantage or any other Medicare managed
care plan. Additionally, beginning in Performance Year 2023, in conducting
Marketing Activities, the ACO shall not, and shall require its Participant
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Providers, Preferred Providers, and other individuals or entities performing
functions or services related to ACO Activities or Marketing Activities, not to,
conduct communication or activities related to Medicare Advantage or any other
Medicare managed care plan targeted to REACH Beneficiaries.

The ACO shall not and shall require Participant Providers, Preferred Providers,
and other individuals or entities performing functions or services related to ACO
Activities or Marketing Activities, not to, conduct Marketing Activities outside
the ACO Service Area, as defined in Section 5.04.H.

ACO Service Area

1. Except as described in Section 5.04.H.4, the ACO Service Area consists of
the Core Service Area described in Section 5.04.H.2 and the Extended
Service Area described in Section 5.04.H.3.

2. The Core Service Area includes the counties in which the ACO’s
Participant Providers have physical office locations. In advance of each
Performance Year, by a time and in a form and manner specified by CMS,
the ACO shall submit to CMS a list of the counties in which the ACO’s
Participant Providers have physical office locations. CMS will use this
information for purposes of defining the ACO’s Core Service Area for the
Performance Year.

3. The Extended Service Area includes all counties adjacent to the Core
Service Area. CMS will identify the counties adjacent to the counties in
the ACO’s Core Service Area for purposes of defining the ACO’s
Extended Service Area.

4. If CMS determines that the ACQO’s clinical care model does not rely on
physical practice locations, such as if the ACO is located in a Rural Area
or is a High-Needs Population ACO, and the ACO proposed an alternative
service area definition which CMS approved, the ACO’s ACO Service
Area shall be the alternative service area so approved by CMS.

5. CMS may offer the ACO one or more opportunities to add counties to the
ACO’s Core Service Area during a given Performance Year to account for
the addition of new physical office locations for either newly added
Participant Providers or existing Participant Providers during the
Performance Year. Any such additions must be submitted in a form and
manner and by a deadline specified by CMS. If the ACO adds any
counties to the ACO’s Core Service Area, the change to the Core Service
Area and any changes to the Extended Service Area and the ACO’s
Service Area that result from such change shall be effective on the date
specified in writing by CMS.

To ensure that Beneficiaries are not misinformed or misled about the Model,
CMS may develop and provide to the ACO template language for certain
Marketing Materials. The ACO shall use any template language for Marketing
Materials provided by CMS.

Marketing Materials and Marketing Activities Review
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The ACO shall not, and shall require its Participant Providers, Preferred
Providers, and other individuals or entities performing functions or
services related to ACO Activities or Marketing Activities not to, use
Marketing Materials or engage in Marketing Activities until such
Marketing Materials and Marketing Activities are reviewed and approved
by CMS, or deemed approved in accordance with Section 5.04.J.2.

Marketing Materials and Marketing Activities are deemed approved ten
(10) business days following their submission to CMS if:

a. The ACO certifies compliance with all applicable requirements
under this Section 5.04 and, if the ACO has selected to participate
in SVA, Appendix C of the Agreement; and

b. CMS does not disapprove the Marketing Materials or Marketing
Activities.

If the ACO has falsely certified compliance with any applicable
requirements under this Section 5.04 and if the ACO has selected to
participate in SVA, Appendix C of the Agreement, CMS may retroactively
reverse alignment of Beneficiaries to the ACO that occurred solely
pursuant to Voluntary Alignment, including Beneficiaries aligned during
the Performance Year via Prospective Plus Alignment.

CMS may review the Marketing Materials and Marketing Activities and
issue written notice of disapproval of Marketing Materials and Marketing
Activities at any time, including after the expiration of the initial ten (10)
business day review period.

The ACO shall promptly discontinue, and shall require its Participant
Providers, Preferred Providers, and other individuals or entities
performing functions or services related to ACO Activities or Marketing
Activities to promptly discontinue, use of any Marketing Materials and
Marketing Activities disapproved by CMS.

Any material changes to CMS-approved Marketing Materials and
Marketing Activities must be submitted to CMS and approved by CMS, or
deemed approved in accordance with Section 5.04.J.2, before use.

The ACO shall retain copies of all written and electronic Marketing
Materials and appropriate records for all Marketing Activities in a manner
consistent with Section 16.02.

In using Marketing Materials and conducting Marketing Activities, the ACO shall
not, and shall require its Participant Providers, Preferred Providers, and other
individuals or entities performing functions or services related to ACO Activities
or Marketing Activities not to do any of the following:

1.

Engage in activities that could mislead or confuse a Beneficiary regarding
the Model, another model currently tested or under development by CMS
under the authority of section 1115A of the Act, the Medicare Shared
Savings Program, Medicare benefits, or the ACO; or
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Claim the ACO is recommended or otherwise endorsed by CMS or that
CMS recommends that the Beneficiary select a Participant Provider as his
or her main doctor, main provider, and/or the main place the Beneficiary
receives care; or

Expressly state or imply that selecting a Participant Provider as the
Beneficiary’s main doctor, main provider, and/or the main place the
Beneficiary receives care removes a Beneficiary’s freedom to choose to
obtain health services from providers and suppliers who are not Participant
Providers or Preferred Providers.

The ACO must translate Marketing Materials into any non-English language that
is the primary language of at least 5 percent of REACH Beneficiaries.

Unsolicited Contacts

1.

Except as otherwise specified in the Agreement, the ACO may use and
may permit its Participant Providers, Preferred Providers, and other
individuals or entities performing functions or services related to ACO
Activities or Marketing Activities to conduct Marketing Activities through
unsolicited direct contact with Beneficiaries using conventional mail and
other print media or email, provided that Beneficiaries are given an
opportunity to opt-out of subsequent unsolicited contacts.

The ACO is prohibited and shall prohibit its Participant Providers,
Preferred Providers, and other individuals or entities performing functions
or services related to ACO Activities or Marketing Activities from using
Marketing Materials and conducting Marketing Activities through the use
of door-to-door solicitation, including leaving information such as a leaflet
or flyer at a residence, approaching Beneficiaries in common areas, such
as parking lots, hallways, lobbies, sidewalks, or using telephonic
solicitation, including text messages and leaving voicemail messages.
This restriction does not apply to solicitation in common areas of a health
care setting, which is subject to the limitations of paragraphs (3) through
(5) of this Section 5.04.M and, if the ACO has selected to participate in
SVA, Appendix C of the Agreement.

The ACO may conduct and may permit Participant Providers, Preferred
Providers, and other individuals and entities performing ACO Activities or
Marketing Activities on behalf of the ACO to conduct Marketing
Activities in common areas of a health care setting. Common areas of a
health care setting include, but are not limited to, common entryways,
vestibules, waiting rooms, hospital or nursing home cafeterias, and
community, recreational, or conference rooms.

Except as provided in paragraph (5) of this Section 5.04.M, the ACO is
prohibited and shall prohibit its Participant Providers, Preferred Providers,
and other individuals and entities performing ACO Activities or
Marketing Activities on behalf of the ACO from conducting Marketing
Activities in restricted areas of a health care setting. Restricted areas of a
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health care setting include, but are not limited to, exam rooms, hospital
patient rooms, treatment areas (where patients interact with a health care
provider and his/her clinical team and receive treatment, including dialysis
treatment facilities), and pharmacy counter areas (where patients interact
with pharmacy providers and obtain medications).

5. The ACO may distribute and display Marketing Materials in all areas of
the health care setting, including both common areas and restricted areas,
except as otherwise specified in the Agreement.

N. Marketing Events
1. The ACO shall ensure that:

a. Marketing Events do not involve health screenings or any other
activity that is used, or could be perceived as being used, to avoid
treating At-Risk Beneficiaries or to target certain Beneficiaries for
services for the purpose of trying to affect the population of
Beneficiaries aligned to the ACO for a subsequent Performance
Year or, if the ACO has selected Prospective Plus Alignment as
described in Section 8.01, a subsequent quarter of the current
Performance Year.

b. Marketing Events do not require attendees to provide their contact
information as a prerequisite for attending the Marketing Event
and that any sign-in sheets used for purposes of the Marketing
Event are clearly labeled as optional.

C. Beneficiary contact information provided at a Marketing Event is
used only for the purpose for which it was solicited. For example,
Beneficiary contact information provided for a raffle or other
drawing is used only for purposes of such raffle or drawing.

d. Any Marketing Activities conducted and Marketing Materials
distributed as part of the Marketing Event comply with the
applicable requirements of this Section 5.04 and Section 5.08.

2. In conducting Marketing Events, the ACO may engage in activities
including, but not limited to:

a. Hosting the Marketing Event in a public venue;

b. Answering Beneficiary-initiated questions regarding the ACO’s
participation in the Model; or

C. Distributing the ACO’s, a Participant Provider’s, or a Preferred
Provider’s business cards and contact information to Beneficiaries.

Section 5.05 Beneficiary Notifications

A. In a form and manner and by one or more dates specified by CMS, the ACO shall
provide written notice to all Beneficiaries who have been aligned to the ACO for
a Performance Year.
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Section 5.06
A.

Section 5.07
A.

Section 5.08

For purposes of the Beneficiary notification required under Section 5.05.A, the
ACO shall use a template letter provided by CMS, in which CMS will designate
letter content that the ACO shall not change, as well as places in which the ACO
may insert its own original content.

In accordance with Section 5.04.J, the ACO shall submit the final Beneficiary
notification letter, including any original content inserted by the ACO, for CMS
approval prior to sending such letter to Beneficiaries. The final Beneficiary
notification letter will be deemed approved as described in Section 5.04.J.2,
unless CMS provides a written notice of disapproval.

CMS may issue written notice of disapproval of the final Beneficiary notification
letter at any time, including after the Beneficiary notification letter is deemed
approved as described in Section 5.04.J.2.

Availability of Services

The ACO shall require its Participant Providers and Preferred Providers to make
Medically Necessary Covered Services available to Beneficiaries in accordance
with applicable laws, regulations and guidance. Beneficiaries and their assignees
retain their right to appeal claims determinations in accordance with 42 CFR Part
405, Subpart 1.

The ACO shall not, and shall require its Participant Providers and Preferred
Providers to not, take any action to avoid treating At-Risk Beneficiaries or to
target certain Beneficiaries for services for the purpose of trying to affect the
population of Beneficiaries aligned to the ACO for a subsequent Performance
Year.

Beneficiary Freedom of Choice

Consistent with Section 1802(a) of the Act, neither the ACO nor any Participant
Provider, Preferred Provider, or other individuals or entities performing functions
or services related to ACO Activities or Marketing Activities, shall commit any
act or omission, nor adopt any policy, that inhibits Beneficiaries from exercising
their freedom to obtain health services from providers and suppliers who are not
Participant Providers or Preferred Providers. This prohibition shall not apply to
referrals made by employees or contractors who are operating within the scope of
their employment or contractual arrangement with the employer or contracting
entity, provided that the employees and contractors remain free to make referrals
without restriction or limitation if a Beneficiary expresses a preference for a
different provider or supplier, or the referral is not in the Beneficiary's best
medical interests in the judgment of the referring party.

Notwithstanding the requirements of Section 5.07.A, the ACO may communicate
to Beneficiaries the benefits of receiving care with the ACO. All such
communications shall be deemed Marketing Materials or Marketing Activities.
To ensure that Beneficiaries are not misinformed or misled about the Model,
CMS may provide the ACO with scripts, talking points or other materials
explaining these benefits.

Prohibition on Beneficiary Inducements
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Except as otherwise permitted by applicable law and Sections 5.08.C, 5.08.D, and
5.08.E, the ACO shall not, and shall require its Participant Providers, Preferred
Providers, and other individuals or entities performing functions and services
related to ACO Activities to not, provide gifts or other remuneration to
Beneficiaries to induce them to receive items or services from the ACO,
Participant Providers, or Preferred Providers, or to induce them to continue to
receive items or services from the ACO, Participant Providers, or Preferred
Providers.

Availability of Safe Harbor Protection for Beneficiary Incentives

CMS has determined that the Federal anti-kickback statute safe harbor for CMS-
sponsored Model Patient Incentives (42 CFR 8 1001.952(ii)(2)) is available to
protect remuneration furnished by a REACH ACO, Participant Provider, or
Preferred Provider to a Beneficiary that meets all safe harbor requirements set
forth in 42 CFR 8 1001.952(ii)(2) and the requirements of:

1. Section 5.08.C.1, as applied to certain in-kind remuneration;

2. Section 5.08.D of the Agreement and Sections 111 and IV.B of Appendix
P, as applied to the Part B Cost-Sharing Support Beneficiary Engagement
Incentive;

3. Section 5.08.D of the Agreement and Section IV of Appendix Q, as
applied to the Chronic Disease Management Reward Beneficiary
Engagement Incentive; or

4. Beginning Performance Year 2023, Section 5.08.E of the Agreement, as
applied to a Beneficiary Refund made by the ACO pursuant to Section
IV.B.4 of Appendix T regarding the Nurse Practitioner and Physician
Assistant Services Benefit Enhancement.

Exception for Certain In-Kind Remuneration

1. Consistent with the provisions of Sections 5.08.A and 5.08.B and subject
to compliance with all other applicable laws and regulations, beginning on
the Start Date, the ACO may provide and may permit its Participant
Providers, Preferred Providers, and other individuals or entities
performing functions or services related to ACO Activities to provide
certain in-kind items or services to Beneficiaries in conjunction with any
ACO Activities if the following conditions are satisfied:

a. The in-kind items or services are preventive care items and
services or will advance one or more of the following clinical goals
for the Beneficiary: adherence to a treatment regime, adherence to
a drug regime, adherence to a follow-up care plan, or management
of a chronic disease or condition.

b. The in-kind item or service has a reasonable connection to the
Beneficiary’s health care.

C. The in-kind item or service is not a Medicare-covered item or
service for the Beneficiary on the date the in-kind item or service is
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furnished to that Beneficiary. For purposes of this exception, an
item or service that could be covered pursuant to a Benefit
Enhancement is considered a Medicare-covered item or service,
regardless of whether the ACO has selected to participate in such
Benefit Enhancement for the Performance Year as described in
Section 8.01.

d. The in-kind item or service is not furnished in whole or in part to
reward the Beneficiary for designating, or agreeing to designate, a
Participant Provider as his or her primary clinician, main doctor,
main provider, or the main place where the Beneficiary receives
care through Voluntary Alignment.

e. The in-kind item or service is furnished to a Beneficiary directly
by the ACO, a Participant Provider, or a Preferred Provider.

2. For each in-kind item or service provided under this Section 5.08.C, the
ACO shall maintain and make available to the government upon request,
and shall require its Participant Providers and Preferred Providers to
maintain and make available to the government upon request, all materials
and records sufficient to establish whether such in-kind item or service
was furnished in a manner that meets the conditions of this Section 5.08.C.
Such materials and records must be maintained in accordance with
Section 16.02 and include, without limitation, documentation of the

following:

a. The nature of the in-kind item or service;

b. The identity of each Beneficiary that received the in-kind item or
service;

C. The identity of the individual or entity that furnished the in-kind
item or service; and

d. The date the in-kind item or service was furnished.
Exception for Beneficiary Engagement Incentives

Consistent with the provisions of Section 5.08.A and Section 5.08.B, and subject
to compliance with Appendices P and Q of the Agreement and all other applicable
laws and regulations, beginning on the Start Date, the ACO may provide, and may
permit its Participant Providers and Preferred Providers to provide, the Part B
Cost-Sharing Support Beneficiary Engagement Incentive and the Chronic Disease
Management Reward Beneficiary Engagement Incentive to certain REACH
Beneficiaries.

Exception for the Nurse Practitioner and Physician Assistant Services Benefit
Enhancement

Consistent with the provisions of Section 5.08.A and Section 5.08.B, and subject
to compliance with Section 1V.B.4 of Appendix T of the Agreement, beginning
Performance Year 2023, the ACO may provide a Beneficiary Refund for certain
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Section 5.09
A.

Section 5.10
A.

services furnished pursuant to the Nurse Practitioner and Physician Assistant
Services Benefit Enhancement.

HIPAA Requirements

The ACO acknowledges that it is a covered entity or a business associate, as those
terms are defined in 45 CFR § 160.103, of Participant Providers or Preferred
Providers who are covered entities.

The ACO shall have all appropriate administrative, technical, and physical
safeguards in place before the Start Date to protect the privacy and security of
protected health information (“PHI”) in accordance with 45 CFR § 164.530(c).

The ACO shall maintain the privacy and security of all Model-related information
that identifies individual Beneficiaries in accordance with the Health Insurance
Portability and Accountability Act (HIPAA) Privacy and Security Rules and all
relevant HIPAA Privacy and Security guidance applicable to the use and
disclosure of PHI by covered entities and business associates, as well as other
applicable federal and state laws and regulations.

Health Equity Plan

For Performance Year 2023, the ACO shall submit to CMS, in a form and manner
and by the date(s) specified by CMS, a plan (“Health Equity Plan”) that:

1. Identifies one or more health disparities experienced by one or more
Underserved Communities within its population of REACH Beneficiaries
that the ACO will aim to reduce (“Target Health Disparities”) and the
data sources used to inform the identification of Target Health Disparities;

2. Describes the initiative(s) the ACO will create and implement to reduce
Target Health Disparities (“Health Equity Plan Intervention(s)”);

3. Describes the resources needed to implement the Health Equity Plan
Interventions and identifies any gaps in the ACO’s current resources and
the additional resources that will be needed (“Resource Gap Analysis”);

4. Provides a timeline for the implementation of the Health Equity Plan
Intervention(s) (“Health Equity Project Plan”);

5. Identifies one or more quantitative metrics that the ACO will use to
measure the reductions in Target Health Disparities arising from the
Health Equity Plan Interventions (“Health Equity Plan Performance
Measure(s)”); and

6. Identifies targeted outcomes relative to the Health Equity Plan
Performance Measures (“Health Equity Goals”) for Performance Year
2023 and all subsequent Performance Years, and describes how the ACO
will use these Health Equity Goals to monitor and evaluate progress in
reducing Target Health Disparities.

Beginning Performance Year 2023, CMS shall use reasonable efforts to approve
or reject the Health Equity Plan and any Material Health Equity Plan Amendment
(as defined below) within 60 business days.
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Beginning Performance Year 2023, consistent with Section 5.04.J, the ACO must
submit all Marketing Materials that will be used to educate, notify, or contact
REACH Beneficiaries regarding the ACO’s Health Equity Plan to CMS for
review prior to use. The ACO may submit examples of such Marketing Materials
with its Health Equity Plan.

Beginning Performance Year 2023, the ACO shall engage in activities related to
the execution of the ACO’s Health Equity Plan approved by CMS under Section
5.10.B, including implementing Health Equity Plan Interventions and monitoring
and evaluating progress in reducing Target Health Disparities (“Health Equity
Activities”). If CMS approves the ACO’s Health Equity Plan, the ACO shall and
shall require its Participant Providers, Preferred Providers, and other individuals
or entities performing functions or services related to Health Equity Activities to
conduct Health Equity Activities consistent with the approved Health Equity Plan,
including, if applicable, any Material Health Equity Plan Amendment that has
been approved by CMS under Section 5.10.G.

Beginning Performance Year 2023, the ACO shall ensure that Health Equity
Activities do not discriminate against any Beneficiary on the basis of race,
ethnicity, national origin, religion, or gender. The ACO may identify
Beneficiaries for Health Equity Plan Interventions based on other factors,
including medical history, health status, health needs, income, or geographic
location, so long as the ACO, its Participant Providers, Preferred Providers, and
other individuals or entities performing functions or services related to Health
Equity Activities comply with all applicable Federal anti-discrimination laws and
regulations.

Beginning Performance Year 2023, if CMS determines that the ACO’s Health
Equity Plan does not satisfy the applicable requirements of the Agreement, is
inconsistent with the applicable CMS Health Equity Plan guidance, does not
provide sufficient evidence or documentation to demonstrate that the Health
Equity Plan is likely to accomplish the ACO’s intended Health Equity Goals, or is
likely to result in program integrity concerns, or negatively impact Beneficiaries’
access to quality care, CMS may reject the Health Equity Plan or require
amendment of the Health Equity Plan at any time, including after its initial
submission and approval. If CMS rejects the ACO’s Health Equity Plan, in whole
or in part, the ACO shall not, and shall require its Participant Providers, Preferred
Providers, and other individuals or entities performing functions or services
related to ACO Activities or Health Equity Activities to not, conduct Health
Equity Activities identified in the Health Equity Plan that have been rejected by
CMS.

Beginning Performance Year 2023, if the ACO wishes to make changes to any of
the following components of its Health Equity Plan, it must submit to CMS an
amendment to the Health Equity Plan in a form and manner and by the date(s)
specified by CMS (“Material Health Equity Plan Amendment”):

1. The Health Equity Goals;
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2. The Target Health Disparities, including the one or more Underserved
Communities within the population of REACH Beneficiaries affected by
the Target Health Disparities and the data sources used to inform the
identification of Target Health Disparities;

3. The Health Equity Plan Intervention(s); or
4. The Health Equity Plan Performance Measures.

If CMS determines that the Material Health Equity Plan Amendment does not
satisfy the applicable requirements of the Agreement, is inconsistent with the
applicable CMS Health Equity Plan guidance, does not provide sufficient
evidence or documentation to demonstrate that the Health Equity Plan, as
amended, is likely to accomplish the ACO’s intended Health Equity Goals, or is
likely to result in program integrity concerns, or negatively impact Beneficiaries’
access to quality care, CMS may reject it at any time. If CMS rejects a Material
Health Equity Plan Amendment, the ACO shall not, and shall require its
Participant Providers, Preferred Providers, and other individuals or entities
performing functions or services related to Health Equity Activities to not,
implement any change to the ACO’s Health Equity Plan described in the Material
Health Equity Plan Amendment that has been rejected by CMS.

H. For Performance Year 2024 and each subsequent Performance Year, in a form
and manner and by the date(s) specified by CMS, the ACO shall submit to CMS
an update on its progress in implementing its Health Equity Plan (“Health Equity
Plan Progress Update”). The Health Equity Plan Progress Update must include:

1. Updated outcomes data for the Health Equity Plan Performance
Measure(s);

2. Updates to the Resource Gap Analysis; and
3. Updates to the Health Equity Project Plan.

If CMS determines that an update to the Health Equity Project Plan does not
satisfy the applicable requirements of the Agreement, is inconsistent with the
applicable CMS Health Equity Plan guidance, does not provide sufficient
evidence or documentation to demonstrate that the Health Equity Plan is likely to
accomplish the ACO’s intended Health Equity Goals, or is likely to result in
program integrity concerns, or negatively impact Beneficiaries’ access to quality
care, or does not address the ACO’s Health Equity Plan Interventions, CMS may
take one or more of the remedial actions specified in Section 17.01.

l. Beginning Performance Year 2023, CMS may require the ACO to report data on
its implementation of the Health Equity Plan pursuant to 42 CFR § 403.1110(b)
for the purpose of monitoring and evaluating the Model. Such data shall be
reported in a form and in a manner and by a date specified by CMS.

ARTICLE VI Data Sharing and Reports

Section 6.01 General
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Section 6.02
A.

Subject to the limitations discussed in the Agreement, and in accordance with
applicable law, including HIPAA and the regulations in 42 CFR Part 2 regarding
confidentiality of substance use disorder (“SUD”) patient records, during the
Agreement Performance Period CMS will offer the ACO an opportunity to
request certain Beneficiary-identifiable data and reports using a data request form
(the “HIPAA-Covered Data Disclosure Request Form”), which CMS will
provide and maintain. In advance of each Performance Year, CMS will also
provide the ACO with an overview of the reporting and data sharing available to
the ACO for the Performance Year (“Reporting and Data Sharing Overview”).
The Beneficiary-identifiable data available for request are described in Section
6.02 of the Agreement and in the Reporting and Data Sharing Overview for the
relevant Performance Year.

The claims data described in Section 6.02.C.2 will omit individually identifiable
data for Beneficiaries who have opted out of data sharing with the ACO, as
described in Section 6.04, including Beneficiaries administratively opted out of all
claims data-sharing pursuant to Section 6.04.E. The data and reports provided to
the ACO will also omit individually identifiable SUD data for any Beneficiaries
who have not opted into SUD data sharing, as described in Section 6.05.

Provision of Certain Claims Data and Beneficiary Reports

CMS believes that the health care operations work of the ACO (that is acting on
its own behalf as a HIPAA covered entity (CE) or that is a business

associate (BA) acting on behalf of its Participant Providers or Preferred Providers
that are HIPAA CEs) would benefit from the receipt of certain beneficiary-
identifiable data on REACH Beneficiaries and Beneficiaries who have been
excluded from alignment to the ACO, including Originally Aligned Beneficiaries.
CMS will therefore offer to the ACO an opportunity to request specific
Beneficiary-identifiable data by completing the HIPAA-Covered Data Disclosure
Request Form. This data set will not include SUD data; however, CMS will
notify the ACO in writing if CMS subsequently elects to offer the ACO an
opportunity to request Beneficiary-identifiable SUD data by completing the
HIPAA-Covered Data Disclosure Request Form. All requests for Beneficiary-
identifiable claims data will be granted or denied at CMS’ sole discretion based
on CMS’s available resources and technological capabilities, the limitations in the
Agreement, and applicable law.

In offering this Beneficiary-identifiable data, CMS does not represent that the
ACO or any Participant Provider or Preferred Provider has met all applicable
HIPAA requirements for requesting data under 45 CFR 164.506(c)(4). The ACO
and its Participant Providers and Preferred Providers should consult with their
own counsel to make those determinations prior to requesting this data from
CMS.

The Beneficiary-identifiable data available for request by completing the HIPAA-
Covered Data Disclosure Request Form includes the data and reports described in
this Section 6.02.C. The aggregated data described in paragraphs (4) through (6)
of this Section 6.02.C will incorporate de-identified data regarding Beneficiaries
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who have opted out of data sharing or who have received treatment for SUD
services. While aggregated, the data described in paragraphs (4) through (6) may
be identifiable due to cells that represent fewer than 11 Beneficiaries; when this is
the case, the data are subject to all requirements under the Agreement and
applicable law.

1. Beneficiary Alignment Data. This data will include, for the relevant

Performance Year:

(i)

(i)

(iii)

A Beneficiary alignment report, shared monthly, that includes a list
of REACH Beneficiaries and Beneficiaries who have been
removed from alignment to the ACO, including Originally Aligned
Beneficiaries, as well as the following information for each such
Beneficiary: the Alignment Year the Beneficiary became an
Alignment-Eligible Beneficiary (as such terms are defined in
Appendix A of the Agreement); the effective date of the
Beneficiary’s alignment to the ACO; the effective date of the
Beneficiary’s removal from alignment to the ACO and the reason
for such removal (if applicable); the demographic characteristics
specified in the Reporting and Data Sharing Overview; if the ACO
is a High Needs Population ACO, which of the High Needs
eligibility criteria the Beneficiary has met; whether the Beneficiary
has Medicare Part D prescription coverage; and the REACH
Beneficiary’s data sharing preferences made pursuant to Section
6.04 and Section 6.05.B, including whether the REACH
Beneficiary is administratively opted out of all claims data-sharing
pursuant to Section 6.04.E.

A provider alignment report, shared annually if the ACO elects
Prospective Alignment or quarterly if the ACO elects Prospective
Plus Alignment, that connects each REACH Beneficiary to the
Participant Provider(s) that contributed to that Beneficiary’s
alignment to the ACO through either Claims-Based Alignment or
Voluntary Alignment.

A SVA response file, shared quarterly, that includes the results of a
REACH Beneficiary’s selection of a Participant Provider as his or
her main source of care via SVA, if applicable.

2. Claims Data. This data will include:

(i)

(i)
(iii)

Three years of historical Parts A, B, and D claims data files
specified in the Reporting and Data Sharing Overview from the 36
months immediately preceding the effective date of the
Beneficiary’s alignment to the ACO;

Monthly Parts A, B, and D claims data files specified in the
Reporting and Data Sharing Overview for REACH Beneficiaries;

Monthly Parts A, B, and D claims data files specified in the
Reporting and Data Sharing Overview for Originally Aligned
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(iv)

(v)

(vi)

(vii)

Beneficiaries for claims with a date of service prior to the date the
Beneficiary was removed from alignment to the ACO;

Weekly claims data files specified in the Reporting and Data
Sharing Overview regarding those claims subject to the TCC Fee
Reduction (if the ACO has selected TCC Payment as its Capitation
Payment Mechanism) or the PCC Fee Reduction (if the ACO has
selected PCC Payment as its Capitation Payment Mechanism) and,
if the ACO has selected to participate in the APO, the APO Fee
Reduction;

For Performance Year 2024 and each subsequent Performance
Year, monthly Bundled Payments for Care Improvement (BPCI)
Clinical Episode data files specified in the Reporting and Data
Sharing Overview for REACH Beneficiaries;

For Performance Year 2024 and each subsequent Performance
Year, monthly Bundled Payments for Care Improvement (BPCI)
Clinical Episode data files specified in the Reporting and Data
Sharing Overview for Originally Aligned Beneficiaries for claims
with a date of service prior to the date the Beneficiary was
removed from alignment to the ACO; and

For Performance Year 2024 and each subsequent Performance
Year, on at least an annual basis, as specified in the Reporting and
Data Sharing Overview, data that contain hospital-specific
prospective target prices for each clinical episode category.

3. Risk Adjustment Data. This data will be shared quarterly and will

include, for the relevant Performance Year:

(i)

(i)

The risk scores established in accordance with Appendix B and the
demographic information specified in the Reporting and Data
Sharing Overview for REACH Beneficiaries; and

The risk scores established in accordance with Appendix B and the
demographic information specified in the Reporting and Data
Sharing Overview for Originally Aligned Beneficiaries for the
period prior to the date the Beneficiary was removed from
alignment to the ACO.

4. Aggregated Payment Data. CMS will provide data to the ACO detailing

the ACQO’s preliminary, interim, and final payment calculations and
amounts throughout the Performance Year. In addition, this data will
include aggregated monthly, quarterly, and year-to-date information
regarding all incurred expenditures for all Covered Services rendered to
REACH Beneficiaries and for all Covered Services rendered to Originally
Aligned Beneficiaries with a date of service prior to the date the
Beneficiary was removed from alignment to the ACO.

5. Aggreqated Benchmark Data. For the relevant Performance Year, CMS

will provide preliminary, interim, provisional (if the ACO selected
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Provisional Financial Settlement), and final data to the ACO detailing the
ACO’s Performance Year Benchmark throughout the Performance Year,

as detailed in Sections 11.01.B, 11.01.C, and 12.04.A.2, if applicable, and
12.04.A.3, respectively.

6. Quality Performance Scoring Data. On a quarterly basis, CMS will
provide data regarding the ACO’s performance for a prior quarter of the
Agreement Performance Period on quality measures described in Article
IX, Appendix D, and the Reporting and Data Sharing Overview for the 12-
month period that ends on the last day of the relevant quarter.

7. Agaregated Clinical Episode Bundles. Beginning Performance Year
2024, and for the relevant Performance Year, CMS will provide:

(1) Quarterly data on the ACO’s Clinical Episodes, as described in the
Reporting and Data Sharing Overview, for the 12-month period
that ends on the last day of the relevant quarter; and

(i) On at least an annual basis, as specified in the Reporting and Data
Sharing Overview, data that contain hospital-specific prospective
target prices for each clinical episode category.

The parties mutually agree that, except for data covered by Section 6.02.M below,
CMS retains all ownership rights to the data sources specified in Section 6.02.C
and requested via the HIPAA-Covered Data Disclosure Request Form, and the
ACO does not obtain any right, title, or interest in any of the data furnished by
CMS.

The ACO represents, and in furnishing the data sources specified in Section
6.02.C and requested via the HIPAA-Covered Data Disclosure Request Form
CMS relies upon such representation, that such data sources will be used during
the Agreement Performance Period and at such other times during the Agreement
Term as may be specified in writing by CMS solely for care management, care
coordination, and quality improvement activities for REACH Beneficiaries,
population-based activities relating to improving health or reducing health care
costs, and such other purposes described in the Agreement. The ACO agrees that
it will disclose, use and reuse the data only as specified in the Agreement or as
CMS shall authorize in writing or as otherwise required by law, and not for any
other purpose, including but not limited to conducting communications or
activities related to Medicare Advantage or any other Medicare managed care
plan. The ACO further agrees not to sell, rent, lease, loan, or otherwise grant
access to the data covered by the Agreement.

Information derived from the CMS data specified in Section 6.02.C and requested
via the HIPAA-Covered Data Disclosure Request Form may be shared and used
within the legal confines of the ACO and its Participant Providers and Preferred
Providers in a manner consistent with Section 6.02.G to enable the ACO to
improve care integration and be a patient-centered organization.

The ACO may reuse original or derivative data without prior written authorization
from CMS for clinical treatment, care management and coordination, quality
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improvement activities, population-based activities relating to improving health or
reducing health care costs, and provider incentive design and implementation, but
shall not disseminate (unless required by law) any individually identifiable
original or derived information from the data specified in Section 6.02.C and
requested via the HIPAA-Covered Data Disclosure Request Form to anyone who
is not a HIPAA CE, a HIPAA BA, an individual practitioner in a treatment
relationship with the subject Beneficiary(ies), or that practitioner’s business
associates. When using or disclosing PHI or personally identifiable information
(“PII”), obtained from data specified in Section 6.02.C and requested via the
HIPAA-Covered Data Disclosure Request Form, the ACO must make “reasonable
efforts to limit” the information to the “minimum necessary” to accomplish the
intended purpose of the use, disclosure or request. The ACO shall further limit its
disclosure of such information to the types of disclosures that CMS itself would
be permitted to make under the “routine uses” in the applicable systems of records
listed in the HIPAA-Covered Data Disclosure Request Form.

Subject to the limits specified above and elsewhere in the Agreement and
applicable law, the ACO may link individually identifiable data specified in
Section 6.02.C and requested via the HIPAA-Covered Data Disclosure Request
Form (including directly or indirectly identifiable data) or derivative data to other
sources of individually-identifiable health information, such as other medical
records available to the ACO and its Participant Providers or Preferred Providers.
The ACO may disseminate such data that has been linked to other sources of
individually identifiable health information provided such data has been de-
identified in accordance with HIPAA requirements in 45 CFR 164.514(b).

The ACO shall establish appropriate administrative, technical, and physical
safeguards to protect the confidentiality of the data and to prevent unauthorized
use or access to it. The safeguards shall provide a level and scope of security that
is not less than the level and scope of security requirements established for federal
agencies by the Office of Management and Budget (OMB) in OMB Circular No.
A-130, Appendix 1--Responsibilities for Protecting and Managing Federal
Information Resources
(https://www.whitehouse.gov/sites/whitehouse.gov/files/lomb/circulars/A130/a130
revised.pdf as well as Federal Information Processing Standard 200 entitled
“Minimum Security Requirements for Federal Information and Information
Systems” (http://csrc.nist.gov/publications/fips/fips200/FIPS-200-final-
march.pdf); and, NIST Special Publication 800-53 “Recommended Security
Controls for Federal Information Systems”
(http://nvipubs.nist.gov/nistpubs/SpecialPublications/NIST.SP.800-53r4.pdf).

The ACO acknowledges that the use of unsecured telecommunications, including
the internet, to transmit directly or indirectly individually identifiable information
from the files specified in Section 6.02 and requested via the HIPAA-Covered
Data Disclosure Request Form or any such derivative data files is strictly
prohibited. Further, the ACO agrees that the data specified in Section 6.02.C and
requested via the HIPAA-Covered Data Disclosure Request Form must not be
physically moved, transmitted or disclosed in any way from or by the site of the
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custodian or, if applicable, alternate data custodian indicated in the HIPAA-
Covered Data Disclosure Request Form other than as provided in the Agreement
without written approval from CMS, unless such movement, transmission or
disclosure is required by law.

The ACO shall grant access to the data and/or the facility(ies) in which the data is
maintained to the authorized representatives of CMS or Office of Inspector
General of the Department of Health and Human Services (OIG), including at the
site of the custodian indicated in the HIPAA-Covered Data Disclosure Request
Form, for the purpose of inspecting to confirm compliance with the terms of the
Agreement.

The ACO agrees that any use of CMS data in the creation of any document
concerning the purposes specified in this section and the HIPAA-Covered Data
Disclosure Request Form must adhere to CMS’ current cell size suppression
policy. This policy stipulates that no cell (e.g., admittances, discharges, patients,
services) representing 10 or fewer Beneficiaries may be displayed. Also, no
percentages or other mathematical formulas may be used if they result in the
display of a cell representing 10 or fewer Beneficiaries. A cell that represents or
uses percentages or other mathematical formulas to represent zero Beneficiaries
may be displayed.

The ACO shall report within one hour any breach of PHI or PII from or derived
from the CMS data files, loss of these data or improper use or disclosure of such
data to the CMS Action Desk by telephone at (410) 786-2580 or by email
notification at cms_it_service_desk@cms.hhs.gov. For Performance Year 2024
and each subsequent Performance Year, the ACO shall also send email notification
of the data incident to the ACO REACH Model at ACOREACH@cms.hhs.gov.
Furthermore, the ACO shall cooperate fully in any federal incident security
process that results from such improper use or disclosure.

The parties mutually agree that the individual named in the HIPAA-Covered Data
Disclosure Request Form as the ACO’s data custodian is designated as custodian
of the CMS data files on behalf of the ACO and will be responsible for the
observance of all conditions of use and disclosure of such data and any derivative
data files, and for the establishment and maintenance of security arrangements as
specified in the Agreement to prevent unauthorized use or disclosure.
Furthermore, such custodian is responsible for contractually binding any
downstream recipients of such data to the terms and conditions in the Agreement
as a condition of receiving such data. In the event the data custodian named in the
HIPAA-Covered Data Disclosure Request Form is unable to perform these
functions for any reason, and the ACO has named an alternate data custodian in
the HIPAA-Covered Data Disclosure Request Form, the parties mutually agree
that the individual named in the HIPAA-Covered Data Disclosure Request Form
as alternate data custodian is designated as custodian of the CMS data files on
behalf of the ACO and will be responsible for performing these functions. The
ACO shall ensure that any individual named in the HIPAA-Covered Data
Disclosure Request Form as data custodian or alternate data custodian is either an
employee of the ACO or an employee of a BA of the ACO that requires access to
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the requested data for the purposes for which the data is requested. The ACO
shall notify CMS within 15 Days of any change of data custodian or alternate data
custodian. The parties mutually agree that CMS may disapprove the appointment
of a data custodian or may require the appointment of a new data custodian at any
time.

The data sources disclosed to the ACO pursuant to the HIPAA-Covered Data
Disclosure Request Form may be retained by the ACO until 30 Days after the
completion of Final Financial Settlement for the final Performance Year of the
Agreement Performance Period, except as CMS shall authorize in writing or as
otherwise required by law. The ACO is permitted to retain any individually
identifiable health information from such data sources or derivative data after the
expiration or termination of the Agreement if the ACO is a HIPAA CE, and the
data has been incorporated into the subject Beneficiaries’ medical records that are
part of a designated record set under HIPAA. Furthermore, any HIPAA CE to
whom the ACO provides such data in the course of carrying out the Model may
also retain such data if the recipient entity is a HIPAA CE or BA and the data is
incorporated into the subject Beneficiaries’ medical records that are part of a
designated record set under HIPAA. The ACO shall destroy all other data and
send written certification of the destruction of the data sources and/or any
derivative data to CMS within 30 Days of completion of Final Financial
Settlement for the final Performance Year of the Agreement Performance Period,
except as CMS shall authorize in writing or as otherwise required by law. CMS
may require the ACO to destroy all data and send written certification of the
destruction of data files and/or any derivative data files to CMS at any time if
CMS determines it necessary due to a program integrity concern. Except for
disclosures for treatment purposes, the ACO shall bind any downstream recipients
to these terms and conditions as a condition of disclosing such data to
downstream entities and permitting them to retain such records under this
paragraph. These retention provisions survive the expiration or termination of the
Agreement.

De-ldentified Reports

CMS may provide reports to the ACO, which will be de-identified in accordance
with HIPAA requirements in 45 CFR § 164.514(b).

Aggregated Alignment Data. CMS provides periodic estimates of the aggregate
number of Originally Aligned Beneficiaries, REACH Beneficiaries, or
Alignment-Eligible Beneficiaries (as defined in Appendix A of the Agreement)
that meet the criteria in Section 5.02.B.1(b) to assist the ACO in planning related
to the requirements described in Section 5.03. Beneficiaries who have opted out
of data sharing or who have received treatment for SUD services may be included
in the estimates of the aggregate number of Alignment-Eligible Beneficiaries.
This aggregate information will not include individually-identifiable health
information.

Beneficiary Rights to Opt Out of Data Sharing
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The ACO shall provide Beneficiaries who inquire about or wish to modify their
preferences regarding claims data sharing for care coordination and quality
improvement purposes with information about how to modify their data sharing
preferences via 1-800-MEDICARE. Such communications shall note that, even if
a Beneficiary has elected to decline claims data sharing, CMS may still engage in
certain limited data sharing for care coordination and quality improvement
activities for REACH Beneficiaries, and population-based activities relating to
improving health or reducing health care costs.

The ACO shall allow Beneficiaries to reverse a data sharing preference at any
time by calling 1-800-MEDICARE.

CMS will maintain the data sharing preferences of Beneficiaries who elect to
decline data sharing in this Model or who have previously declined data sharing
under the Medicare Shared Savings Program, the Pioneer ACO Model, or the
Next Generation ACO Model.

The ACO may affirmatively contact a REACH Beneficiary who has elected to
decline claims data sharing no more than one time during a Performance Year to
provide information regarding data sharing. Such contact includes mailings,
phone calls, electronic communications, or other methods of communicating with
Beneficiaries outside of a clinical setting.

In the event that an ACO Professional is terminated from the ACO for any reason,
if that departing ACO Professional is the sole ACO Professional in the ACO to
have submitted claims for a particular Beneficiary during the 12-month period
prior to the effective date of the termination, CMS will administratively opt the
Beneficiary out of all claims data-sharing under Section 6.02.C.2 within 30 Days
of the effective date of the termination, unless the Beneficiary has selected
another ACO Professional as his or her main doctor, main provider, and/or main
place they receive care (whether through MVA or SVA) or has become the
patient of another Participant Provider or Preferred Provider.

Notwithstanding the foregoing, if CMS elects to offer SUD data sharing as
described in Section 6.02.A, the ACO shall receive claims data regarding SUD
treatment only if the Beneficiary has not elected to decline data sharing or
otherwise been opted out of data sharing and has also submitted a CMS-approved
SUD opt in form pursuant to Section 6.05.

Section 6.05 Beneficiary Substance Use Disorder Data Opt-In

A

Upon notification from CMS that CMS will offer the ACO an opportunity to
request Beneficiary-identifiable SUD data as described in Section 6.02.A, the
ACO may inform each REACH Beneficiary, in compliance with applicable law:

1. That he or she may elect to allow the ACO to receive Beneficiary-
identifiable data regarding his or her utilization of SUD services;

2. Of the mechanism by which the Beneficiary can make this election; and

3. That 1-800-MEDICARE will answer any questions regarding sharing of
data regarding utilization of SUD services.
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B. A Beneficiary may opt in to SUD data sharing only by submitting a CMS-
approved SUD opt in form to the ACO. The ACO shall promptly send the SUD
opt in form to CMS.

ARTICLE VII Use of Certified EHR Technology

As of the Start Date, the ACO and its Participant Providers shall use Certified Electronic
Health Record Technology (“CEHRT”), as such term is defined under 42 CFR 8
414.1305, in a manner sufficient to meet the applicable requirements of 42 CFR §
414.1415(a)(1)(i), including any amendments thereto.

ARTICLE VIII ACO Selections and Approval

Section 8.01 ACO Selections

A. The parties acknowledge that the ACO was required to submit its selections for
the following in advance of the Effective Date by a date and in a form and manner
specified by CMS:

1.

The ACO’s Risk Sharing Option (Professional or Global) for the ACO’s
first Performance Year subject to the requirements of Section 8.01.D;

The ACO’s selected Capitation Payment Mechanism for the ACO’s first
Performance Year,

The ACO’s selection whether to participate in the APO for the ACO’s first
Performance Year, if the ACO selected PCC Payment as its Capitation
Payment Mechanism for the ACO’s first Performance Year;

The maximum Enhanced PCC Percentage for the ACO’s first
Performance Year within the range specified in Appendix E, if the ACO
selected PCC Payment as its Capitation Payment Mechanism for the
ACO’s first Performance Year;

The Benefit Enhancements or Beneficiary Engagement Incentives, if any,
that the ACO selected to offer with its Participant Providers and Preferred
Providers during the ACQO’s first Performance Year;

The ACO’s selected Alignment Methodology (Prospective Alignment or
Prospective Plus Alignment) for the ACQO’s first Performance Year;

The ACO’s decision with respect to participation in SVA for the ACO’s
first Performance Year. The ACO’s decision with respect to participation
in SVA for the ACQO’s first Performance Year refers to the ACO’s
decision to participate in Voluntary Alignment Activities specific to SVA
in accordance with Appendix C during the ACO’s first Performance Year
for purposes of: (1) aligning Beneficiaries to the ACO for the ACO’s
second Performance Year; and (2) aligning Beneficiaries to the ACO for
the second, third, and fourth calendar quarters of the ACO’s first
Performance Year, provided that the ACO has selected Prospective Plus
Alignment for the ACO’s first Performance Year and submits an SVA List
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8.

(as described in Appendix C) to CMS in advance of the relevant calendar
quarter; and

The ACO’s decision whether to participate in Provisional Financial
Settlement for the ACO’s first Performance Year.

In a form and manner and by the date(s) specified by CMS, the ACO shall submit
to CMS:

1.

Its selection whether to participate in a Stop-Loss Arrangement for the
ACO’s first Performance Year; and

An update to the maximum Enhanced PCC Percentage for the ACO’s first
Performance Year within the range specified in Appendix E, if the ACO
selected PCC Payment as its Capitation Payment Mechanism for the
ACO?’s first Performance Year and wants to adjust the maximum
Enhanced PCC Percentage the ACO previously selected for its first
Performance Year as described in Section 8.01.A.4.

In a form and manner and by one or more dates specified by CMS, the ACO shall
submit to CMS its selections for the following for the ACO’s second Performance
Year and each subsequent Performance Year:

1.

The ACO’s decision whether to participate in Provisional Financial
Settlement for the Performance Year:;

The ACO’s selected Capitation Payment Mechanism for the Performance
Year,

The ACO’s selection whether to participate in the APO for the
Performance Year, if the ACO selected PCC Payment as its Capitation
Payment Mechanism for the Performance Year;

The maximum Enhanced PCC Percentage for the Performance Year
within the range specified in Appendix E, if the ACO selected PCC
Payment as its Capitation Payment Mechanism for the Performance Year;

The ACO’s decision whether to participate in the Stop-Loss Arrangement
for the Performance Year;

The Benefit Enhancements or Beneficiary Engagement Incentives, if any,
that the ACO selects to offer with its Participant Providers and Preferred
Providers during the Performance Year;

The ACO’s selected Alignment Methodology (Prospective Alignment or
Prospective Plus Alignment) for the Performance Year; and

The ACO’s decision with respect to participation in SVA for the
Performance Year. The ACQO’s decision to participate in SVA for a
Performance Year refers to the ACO’s decision to participate in Voluntary
Alignment Activities specific to SVA in accordance with Appendix C
during the Performance Year for purposes of: (1) aligning Beneficiaries to
the ACO for the following Performance Year, and (2) aligning
Beneficiaries to the ACO for the second, third, and fourth calendar
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quarters of the Performance Year, provided that the ACO has selected
Prospective Plus Alignment for the Performance Year and submits an
SVA List (as described in Appendix C) to CMS in advance of the relevant
calendar quarter.

D. If the ACO selected Professional as its Risk Sharing Option for the ACQO’s first
Performance Year as described in Section 8.01.A, the ACO may select to change
its Risk Sharing Option to Global for the ACO’s second Performance Year or any
subsequent Performance Year pursuant to this Section 8.01.D. Such selection
must be submitted to CMS in a form and manner and by a date specified by CMS.
If the ACO selected Professional as its Risk Sharing Option for the ACO’s first
Performance Year as described in Section 8.01.A and has not since selected to
change its Risk Sharing Option to Global pursuant to this Section 8.01.D, the
ACQO’s selection of Professional as its Risk Sharing Option will remain in effect.
If the ACO selected Global as its Risk Sharing Option for the ACO’s first
Performance Year as described in Section 8.01.A, the ACO’s selection of Global
as its Risk Sharing Option will remain in effect for the duration of the Agreement
Performance Period.

E. Regardless of whether the ACO selects to provide the Telehealth Benefit
Enhancement for a Performance Year as described in this Section 8.01, payment
to Participant Providers for telehealth services furnished pursuant to section
1899(1) of the Act is governed by the terms and conditions of Appendix K of the
Agreement.

F. If the ACO is a High Needs Population ACO, the ACO may select to participate
in the Model as a Standard ACO in advance of the ACO’s second Performance
Year or any subsequent Performance Year. Such selection must be submitted to
CMS in a form and manner and by a date specified by CMS. A selection made
pursuant to this Section 8.01.F that is not rejected by CMS pursuant to Section
8.02 will take effect at the start of the subsequent Performance Year and will
remain in effect for the remainder of the Agreement Performance Period.

G. If the ACO is a High Needs Population ACO, the ACO may select to participate
in the Model as a New Entrant ACO in advance of the ACO’s second
Performance Year or any subsequent Performance Year with the exception of
Performance Year 2025 and Performance Year 2026. Such selection must be
submitted to CMS in a form and manner and by a date specified by CMS. A
selection made pursuant to this Section 8.01.G that is not rejected by CMS
pursuant to Section 8.02 will take effect at the start of the subsequent Performance
Year and will remain in effect for the remainder of the Agreement Performance
Period, unless and until the ACO accepts an offer pursuant to Section 5.03.B
to participate in the Model as a Standard ACO.

Section 8.02 ACO Selection Approval

The ACQO’s selections made as described in Section 8.01 shall be deemed approved unless
rejected in writing by CMS within 30 Days after submission. This paragraph does not preclude
CMS from rejecting or requiring amendment of an Implementation Plan (as defined at Section
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10.01.B) pursuant to Section 10.01.E or taking any remedial actions described in Section 17.01
after the ACO’s selections have been deemed approved.

ARTICLE IX ACO Quality Performance

Section 9.01 Quality Scores

CMS shall use the ACQO’s quality scores in determining the ACO’s Performance Year
Benchmark, according to the methodology described in Appendix B.

Section 9.02 Quality Measures

CMS shall assess quality performance using the quality measure data reported for the
ACO on the quality measures set forth in Appendix D. CMS may amend Appendix D
without the consent of the ACO prior to the beginning of a Performance Year to change
the quality measures to be used for the Performance Year. CMS shall notify the ACO of
any change in the measures applicable for a Performance Year prior to the beginning of
the Performance Year in which such measures take effect.

Section 9.03 Quality Measure Reporting

A

Except as set forth in Section 9.03.B, the ACO shall completely and accurately
report the quality measures specified in Appendix D for each Performance Year
and shall require its Participant Providers to cooperate in quality measure
reporting. Complete reporting means that the ACO meets all of the reporting
requirements, including timely reporting of the requested data for all measures.

The ACO shall not report quality measures data on behalf of its Participant
Providers for a Performance Year if the ACO provides notice of termination to
CMS of the Agreement Performance Period pursuant to Section 17.03 that its
termination is effective no later than 30 Days after the Termination Without
Liability Date of a Performance Year.

CMS shall use the following sources for quality reporting:

1. Medicare claims submitted for items and services furnished to REACH
Beneficiaries;

2. Any other relevant data shared between the ACO and CMS pursuant to the
Agreement; and

3. For Performance Year 2022 and subsequent Performance Years, results
from the Consumer Assessment of Healthcare Providers and
Systems (CAHPS®)! or other patient experience surveys.

The ACO shall procure a CMS-approved vendor to conduct the CAHPS survey or
another patient experience survey specified by CMS. The ACO shall pay for the
surveys. In order to meet the reporting requirements of a CAHPS survey, the
ACO shall:

L CAHPS® is a registered trademark of the Agency for Healthcare Research and Quality.
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1. By a date specified by CMS, execute a contract with a CAHPS survey
vendor to complete the CAHPS data collection;

2. Authorize a CAHPS survey vendor on the ACO REACH CAHPS website
by the date specified by CMS; and

3. Ensure that the survey results are transmitted to CMS by a date and in a
form and manner specified by CMS.

In order to meet the reporting requirements of another patient experience survey
specified by CMS, the ACO shall ensure that the survey results are transmitted to
CMS by a date and in a form and manner specified by CMS.

Section 9.04 Quality Performance Scoring

A. CMS shall use the ACQO’s performance on each of the quality measures to
calculate the ACQ’s total quality score according to a methodology determined by
CMS.

B. The parties acknowledge that CMS notified the ACO of the methodology for
calculating the quality performance benchmarks and the methodology for
calculating the ACQO’s total quality score for the ACO’s first Performance Year.

C. Prior to the start of the ACO’s second Performance Year and each subsequent
Performance Year, CMS shall notify the ACO of the methodology for calculating
the quality performance benchmarks and the methodology for calculating the
ACQO’s total quality score for that Performance Year.

D. For Performance Year 2023 and each subsequent Performance Year, CMS shall
use the ACO’s performance on each of the quality measures described in Section
9.02 to determine whether the ACO meets continuous improvement or sustained
exceptional performance (“CI/SEP”) criteria according to a methodology
determined by CMS prior to the start of the relevant Performance Year.

E. Prior to Performance Year 2023 and each subsequent Performance Year, CMS
shall notify the ACO of the CI/SEP criteria and methodology to be used in
determining whether the ACO meets such criteria for that Performance Year.

F. For Performance Year 2023 and each subsequent Performance Year, CMS shall
use the ACO’s performance on each of the quality measures described in Section
9.02 and a methodology determined by CMS prior to the start of the relevant
Performance Year to determine whether the ACO meets the criteria to earn a
quality performance bonus from a notational pool of funds retained by
CMS (“High Performance Pool (HPP) Bonus”) for the Performance Year.

G. Prior to Performance Year 2023 and each subsequent Performance Year, CMS
shall notify the ACO of the HPP criteria and methodology to be used in
determining whether the ACO meets such criteria for that Performance Year.

H. For Performance Year 2023 and each subsequent Performance Year, CMS shall
use the ACO’s reporting of demographic and social determinants of health data
pursuant to Section 13.01.D of the Agreement to adjust the ACO’s Quality
Withhold Earn Back according to a methodology determined by CMS (“Health
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Equity Data Reporting Adjustment”). Prior to Performance Year 2023 and
each subsequent Performance Year, CMS shall notify the ACO of the
methodology for calculating this adjustment to ACQO’s total quality score for that
Performance Year.

ARTICLE X Benefit Enhancements and Beneficiary Engagement Incentives
Section 10.01 General

A. The ACO may select as described in Section 8.01 to provide one or more Benefit
Enhancements and Beneficiary Engagement Incentives for a Performance Year.
Appendices I, J, L through Q, and T shall apply to the Agreement for a given
Performance Year only if the ACO selected to provide the relevant Benefit
Enhancement or Beneficiary Engagement Incentive for that Performance Year as
described in Section 8.01 and that selection was not rejected by CMS pursuant to
Sections 8.02 or 10.01.E.

B. The ACO shall submit to CMS, in a form and manner and by a date specified by
CMS, a plan for implementing each Benefit Enhancement and each Beneficiary
Engagement Incentive selected by the ACO as described in Section
8.01 (“Implementation Plan”) the first time that the Benefit Enhancement or
Beneficiary Engagement Incentive is selected by the ACO, in advance of any
Performance Year during which a material amendment to a Benefit Enhancement
or Beneficiary Engagement Incentive previously selected will take effect, and at
such other times specified by CMS. An Implementation Plan shall be consistent
with the applicable requirements set forth in Appendices 1, J, L through Q, and T
and shall be deemed approved within 30 Days after submission unless rejected in
writing by CMS.

C. If the ACO selects to provide a Benefit Enhancement for a Performance Year, the
ACO’s Participant Providers and Preferred Providers, as indicated on the relevant
Participant Provider List and Preferred Provider List under Article IV, may
submit claims for services furnished pursuant to such Benefit Enhancement as
described in this Article X during the Performance Year for which the ACO
selected to provide the Benefit Enhancement.

D. CMS may require the ACO to report data on the use of Benefit Enhancements and
Beneficiary Engagement Incentives to CMS. Such data shall be reported in a
form and in a manner and by a date specified by CMS.

E. If CMS determines that the ACQO’s proposed implementation of a Benefit
Enhancement or Beneficiary Engagement Incentive is inconsistent with the terms
of the Agreement or likely to result in program integrity concerns, CMS may
reject the ACQO’s selection to provide the Benefit Enhancement or Beneficiary
Engagement Incentive or may require the ACO to submit a new Implementation
Plan. If CMS rejects the ACQO’s selection of a Benefit Enhancement or
Beneficiary Engagement Incentive, the ACO shall not implement the Benefit
Enhancement or Beneficiary Engagement Incentive for the following
Performance Year.

Section 10.02 3-Day SNF Rule Waiver Benefit Enhancement
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Appendix | shall apply to the Agreement for any Performance Year for which the
ACO has selected the 3-Day SNF Rule Waiver Benefit Enhancement as described
in Section 8.01 and for which the ACO has submitted an Implementation Plan
under Section 10.01.B for the 3-Day SNF Rule Waiver Benefit Enhancement and
CMS has not rejected the ACO’s selection pursuant to Section 8.02 or Section
10.01.E.

In order to be eligible to submit claims for services furnished to REACH
Beneficiaries pursuant to the 3-Day SNF Rule Waiver Benefit Enhancement, an
individual or entity must be:

1. A Participant Provider or Preferred Provider; and

2. A skilled-nursing facility (“SNF”) or a hospital or critical access hospital
that has swing-bed approval for Medicare post-hospital extended care
services (“Swing-Bed Hospital”); and

3. Designated on the Participant Provider List or Preferred Provider List
submitted in accordance with Article IV as participating in the 3-Day SNF
Rule Waiver Benefit Enhancement; and

4. Approved by CMS according to the criteria described in this Section
10.02.B and Appendix I.

If CMS notifies the ACO that a SNF or Swing-Bed Hospital has not been
approved for participation in the 3-Day SNF Rule Waiver Benefit Enhancement
under this Section 10.02, but the SNF or Swing-Bed Hospital is otherwise eligible
to be a Participant Provider or Preferred Provider, the ACO may either remove the
SNF or Swing-Bed Hospital from the Participant Provider or Preferred Provider
List, or amend the relevant list to reflect that the SNF or Swing-Bed Hospital will
not participate in the 3-Day SNF Rule Waiver Benefit Enhancement. The ACO
shall amend the relevant list no later than 30 Days after the date of the notice from
CMS.

By a date specified by CMS, if the ACO has selected the Global Risk Sharing
Option and the ACO intends to utilize the Beneficiary eligibility criteria described
in Section IV.A.3 of Appendix I, the ACO shall describe how the ACO intends to
implement this additional flexibility in its Implementation Plan.

Section 10.03 Telehealth Benefit Enhancement

A

Appendix J shall apply to the Agreement for any Performance Year for which the
ACO has selected the Telehealth Benefit Enhancement as described in Section
8.01 and for which the ACO has submitted an Implementation Plan under Section
10.01.B for the Telehealth Benefit Enhancement and CMS has not rejected the
ACQ’s selection pursuant to Section 8.02 or Section 10.01.E.

In order to be eligible to submit claims for services furnished to REACH
Beneficiaries pursuant to the Telehealth Benefit Enhancement, an individual must
be:

1. A physician or non-physician practitioner listed at 42 CFR 8§ 410.78(b)(2)
who is a Participant Provider or Preferred Provider; and
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2. Authorized under relevant Medicare rules and applicable state law to bill
for telehealth services; and

3. Designated on the Participant Provider List or Preferred Provider List
submitted in accordance with Article IV as participating in the Telehealth
Benefit Enhancement; and

4. Approved by CMS according to the criteria described in this Section

10.03.B and Appendix J of the Agreement.

If CMS notifies the ACO that a physician or non-physician practitioner who is a
Participant Provider or Preferred Provider has not been approved for participation
in the Telehealth Benefit Enhancement under this Section 10.03, but the physician
or non-physician practitioner is otherwise eligible to be a Participant Provider or
Preferred Provider, the ACO may either remove the physician or non-physician
practitioner from the Participant Provider or Preferred Provider List, or amend the
relevant list to reflect that the physician or non-physician practitioner will not
participate in the Telehealth Benefit Enhancement. The ACO shall amend the
relevant list no later than 30 Days after the date of the notice from CMS.

In order to be eligible to bill for teledermatology or teleophthalmology furnished
using asynchronous store and forward technologies, as that term is defined under
section 42 CFR § 410.78(a)(1), pursuant to the Telehealth Benefit Enhancement
an individual must be:

1. Approved to bill for the telehealth services pursuant to the Telehealth
Benefit Enhancement pursuant to Section 10.03.B.4; and

2. A physician; and

3. Enrolled in Medicare with a Medicare physician specialty of dermatologist
or ophthalmologist.

The ACO shall ensure the Participant Providers and Preferred Providers do not
substitute telehealth services for in-person services when in-person services are
more clinically appropriate.

The ACO shall ensure that Participant Providers and Preferred Providers only
furnish Medically Necessary telehealth services and do not use telehealth services
to prevent or deter a Beneficiary from seeking or receiving in-person care when
such care is Medically Necessary.

Section 10.04 Post-Discharge Home Visits Benefit Enhancement

A.

Appendix L shall apply to the Agreement for any Performance Year for which the
ACO has selected the Post-Discharge Home Visits Benefit Enhancement as
described in Section 8.01 and for which the ACO has submitted an
Implementation Plan under Section 10.01.B for the Post-Discharge Home Visits
Benefit Enhancement and CMS has not rejected the ACO’s selection pursuant to
Section 8.02 or Section 10.01.E.
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B. In order to be eligible to submit claims for services furnished to REACH
Beneficiaries pursuant to the Post-Discharge Home Visits Benefit Enhancement,
the supervising physician or other practitioner must be:

1. A physician or a non-physician practitioner who is authorized by the Act
to receive payment for services “incident to” his or her own services, as
described in 42 CFR § 410.26(a)(7), who is a Participant Provider or
Preferred Provider; and

2. Eligible under Medicare rules to submit claims for “incident to” services
as defined in Chapter 15, Section 60 of the Medicare Benefit Policy
Manual; and

3. Designated on the Participant Provider List or Preferred Provider List

submitted in accordance with Article IV as participating in the Post-
Discharge Home Visits Benefit Enhancement; and

4. Approved by CMS according to the criteria described in this Section
10.04.B and Appendix L of the Agreement.

C. If CMS notifies the ACO that a physician or non-physician practitioner who is a
Participant Provider or Preferred Provider has not been approved for participation
in the Post-Discharge Home Visits Benefit Enhancement under this Section 10.04,
but the physician or non-physician practitioner is otherwise eligible to be a
Participant Provider or Preferred Provider, the ACO may either remove the
physician or non-physician practitioner from the Participant Provider or Preferred
Provider List, or amend the relevant list to reflect that the physician or non-
physician practitioner will not participate in the Post-Discharge Home Visits
Benefit Enhancement. The ACO shall amend the relevant list no later than 30
Days after the date of the notice from CMS.

D. The individual performing services under this Benefit Enhancement must be
“auxiliary personnel” as defined at 42 CFR § 410.26(a)(1).
E. The ACO shall ensure that post-discharge home visits are not used to prevent or

deter a Beneficiary from seeking or receiving other Medically Necessary care.
Section 10.05 Care Management Home Visits Benefit Enhancement

A. Appendix M shall apply to the Agreement for any Performance Year for which
the ACO has selected the Care Management Home Visits Benefit Enhancement as
described in Section 8.01 and for which the ACO has submitted an
Implementation Plan under Section 10.01.B for the Care Management Home
Visits Benefit Enhancement and CMS has not rejected the ACO’s selection
pursuant to Section 8.02 or Section 10.01.E.

B. In order to be eligible to submit claims for services furnished to REACH
Beneficiaries pursuant to the Care Management Home Visits Benefit
Enhancement, the supervising physician or other practitioner must be:

1. A physician or a non-physician practitioner who is authorized by the Act
to receive payment for services “incident to” his or her own services, as
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described in 42 CFR 8 410.26(a)(7), who is a Participant Provider or
Preferred Provider; and

2. Eligible under Medicare rules to submit for “incident to” services as
defined in Chapter 15, Section 60 of the Medicare Benefit Policy Manual;
and

3. Designated on the Participant Provider List or Preferred Provider List

submitted in accordance with Article IV as participating in the Care
Management Home Visits Benefit Enhancement; and

4. Approved by CMS according to the criteria described in this Section
10.05.B and Appendix M of the Agreement.

If CMS notifies the ACO that a physician or non-physician practitioner has not
been approved for participation in the Care Management Home Visits Benefit
Enhancement under this Section 10.05, but the physician or non-physician
practitioner is otherwise eligible to be a Participant Provider or Preferred
Provider, the ACO may either remove the physician or non-physician practitioner
from the Participant Provider or Preferred Provider List, or amend the relevant list
to reflect that the physician or non-physician practitioner will not participate in
the Care Management Home Visits Benefit Enhancement. The ACO shall amend
the relevant list no later than 30 Days after the date of the notice from CMS.

The individual performing services under this Benefit Enhancement must be
“auxiliary personnel” as defined at 42 CFR § 410.26(a)(1).

The ACO shall ensure that care management home visits are not used to prevent
or deter a Beneficiary from seeking or receiving other Medically Necessary care.

Section 10.06 Home Health Homebound Waiver Benefit Enhancement

A

Appendix N shall apply to the Agreement for any Performance Year for which the
ACO has selected the Home Health Homebound Waiver Benefit Enhancement as
described in Section 8.01 and for which the ACO has submitted an
Implementation Plan under Section 10.01.B for the Home Health Homebound
Waiver Benefit Enhancement and CMS has not rejected the ACO’s selection
pursuant to Section 8.02 or Section 10.01.E.

The ACO shall require that, in order to be eligible to submit claims for services
furnished to REACH Beneficiaries pursuant to the Home Health Homebound
Waiver Benefit Enhancement, the individual or entity must be:

1. A home health agency that is a Participant Provider or Preferred Provider;
and
2. Designated on the Participant Provider List or Preferred Provider List

submitted in accordance with Article IV as participating in the Home
Health Homebound Waiver Benefit Enhancement; and

3. Approved by CMS according to the criteria described in this Section
10.06.B and Appendix N of the Agreement.
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If CMS notifies the ACO that a home health agency that is a Participant Provider
or Preferred Provider has not been approved for participation in the Home Health
Homebound Waiver Benefit Enhancement under this Section 10.06, but the home
health agency is otherwise eligible to be a Participant Provider or Preferred
Provider, the ACO may either remove the home health agency from the
Participant Provider or Preferred Provider List, or amend the relevant list to
reflect that the home health agency will not participate in the Home Health
Homebound Waiver Benefit Enhancement. The ACO shall amend the relevant
list no later than 30 Days after the date of the notice from CMS.

The ACO shall ensure the Participant Providers and Preferred Providers do not
substitute home health services for inpatient services when inpatient services are
more clinically appropriate.

The ACO shall ensure that Participant Providers and Preferred Providers only
furnish Medically Necessary home health services and do not use home health
services to prevent or deter a Beneficiary from seeking or receiving inpatient care
when such care is Medically Necessary.

Section 10.07 Concurrent Care for Beneficiaries that Elect Medicare Hospice Benefit

Enhancement
A.

Appendix O shall apply to the Agreement for any Performance Year for which the
ACO has selected the Concurrent Care for Beneficiaries that Elect Medicare
Hospice Benefit Enhancement as described in Section 8.01 and for which the
ACO has submitted an Implementation Plan under Section 10.01.B for the
Concurrent Care for Beneficiaries that Elect Medicare Hospice Benefit
Enhancement and CMS has not rejected the ACO’s selection under Section 8.02
or Section 10.01.E.

The ACO shall require that, in order to be eligible to submit claims for services
furnished to REACH Beneficiaries pursuant to the Concurrent Care for
Beneficiaries that Elect Medicare Hospice Benefit Enhancement, an individual
must be:

1. A provider (as defined at 42 CFR § 400.202) or supplier (as defined at
42 CFR § 400.202) who is a Participant Provider or Preferred Provider;
and

2. Designated on the Participant Provider List or Preferred Provider List
submitted in accordance with Article IV as participating in the Concurrent
Care for Beneficiaries that Elect Medicare Hospice Benefit Enhancement;
and

3. Approved by CMS according to the criteria described in this Section
10.07.B and Appendix O of the Agreement.

If CMS notifies the ACO that a provider or supplier who is a Participant Provider
or Preferred Provider has not been approved for participation in the Concurrent
Care for Beneficiaries that Elect Medicare Hospice Benefit Enhancement under
this Section 10.07, but the provider or supplier is otherwise eligible to be a
Participant Provider or Preferred Provider, the ACO may either remove the

77



provider or supplier from the Participant Provider or Preferred Provider List, or
amend the relevant list to reflect that the provider or supplier will not participate
in the Concurrent Care for Beneficiaries that Elect Medicare Hospice Benefit
Enhancement. The ACO shall amend the relevant list no lat